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55=0 | OF NEEDS/PREFERENCES This Plan of Correction does not 2/3'}' s
constitute an admiulm;dnr the
A resident has the right to reside and receive agreement by the Provider o
services in the facility with reasonable """ﬂ"l' ::im: gﬁoﬂﬁ: i,ﬁ:
accommodalions of individual needs and Statement of Deficlencies. This
preferences, except when the health or safety of Plan of Correction Is prepared
the individual or other residenis would be solely because It is raquired by
endangered. state and Federal law.
F248 Accommodation of Needs
This REQUIREMENT is not met as evidenced 1. Residents number 117 received the
by: appropriate size bed frame and mattress
Based on ohservation, resident interview staff on 1/28/15 by the Director of Nursing.
interviews and record review the facility filed to 2, The trez'::n:;t r;uﬁu evaluate;:l nEIII
provide the correct size bed frame for a bariatric resldent utllizing air matiresses
maltress for 1 of 1 sampled resident (Resident ;?'l‘g?:gd approprialte size bed frames on
#17). 3. Maintenance staff was re-educated by
. the Administrator on 2/19/15 on
The findings Included: ensuring appropriate size bed frame
utilized for air mattresses. Alr mattress
Resident #1417 was admitted to the facility on audits will be conducted on five random
10725/ 4 with a diagnosls that included deep vein residents by the Director of Nursing,
thrombosis to left lower extremity, anemia, Unit Manager or treatment nurse, 3
mycloneuropathy, urinary retention, acute renal times a week for 2 mfgfmi weekly fg 4
failure, and myelitis. The Minimum Data Set weeis, then mnﬂh;rp"am
(MDS) assessment dated 12/14/14 revealed O O e e to onsure
Resident #117 required extensive assistance for corrections are achieved and sustained,
bed mobility with the use of 2 staff persons and The Director of Nursing will report the
was lotally dependent on staff for transfers, The results of these audits and observation
MDS further coded Resident #117 as being during the Quallty Assessment and
cognifively intact, Process Improvement meeting
quarterly. The QAP team will evaluate
Resident #117's care plan updated 12/19/14 and make further recommendations as
revealed a “"problem" of Pressure ulcers. The indicated.
approaches included; apply pressure reduction
mattress to bed {air mattress), furn and reposition
while in bed frequently for comfort and pressure
reduction, and wedge for positioning.
LABORATO/YDIRECTOR'G/OR PR VIER REPRESENTATIVE'S SIGNATURE TITLE {X&) DATE

ARSI

PANHA 3/5/15"

—Anydeficiency statement ending-with an-aslerisk-(%) denotes-a deficiency which the Insiitullon may. be-excused from comecting. providing it Is determined that--
other safeguards provida sufficient protection o the patients, (Ses instructions.) Except for nursing homes, the findings stated above are dsclosable 90 days
following the dafe of survay whether or not a plan of correction Is provided. For nursing homes, the above findings and plans of corractlon are disclosable 14
days following the dale these documents are made avallable o the facilily, If deficiencles are dted, an approved plan of comection Is requisite to continued
program parlclpation,
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Review of Resident #117 physiclan order dated
12723114 indicated Clarification order; air matiress
to setting of 6.5 check every shift for setfing and
proper funclioning,

Observation of Resident #4117 on 1/27/15 at 10:12
am revealed Resident #117 was lying on a
bariatric air mattress. The mattress was
observed wider than the standard bed frame it
laid on, The bed's side rails were observed in the
up position and the matiress was wedged
in-between, Resident #117's air matiress coniral
unit was observed to be set at 5,

During an interview on 1/27/15 at 10:14 am
Resident #117 stated his mattress was way too
big for his bed. Resident#117 stated that about a
manth ago his previous air matiress went flat.
Maintenance retrieved him a bariatric mattress
from an emply room. Resident #117 stated that
he was told by maintenance that he would locate
a maltress that would fit his standard bed frame.
Resident #117 stated that due to the width of the
maltress it was difficult for him to access his
bedside table. He had to perform more tasks
with his right hand due to the location of the
bedside table being on the right side of his bed.

Observation on 1/28/15 at 10:00 am revealed
Resident #117 was lying in bed. The air maftress
control unit was observed to be sef at 5. The air
mattress was observed to extend out further than
the frame of the bed. The air maltress was
further observed to be wedged in-between the
bed's raised side railz.

During an interview and observation with the
Maintenance Director on 1/28/15 at 11:07 am he

F 246

FORM CMS-255T[02-89) Previous Verslans Obsolels Event ID:58EW1

Facllity ID: 953007 If continuaticn sheat Page 2 of 64




DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES (¥1} PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

FRINTED: 02/13/2015
FORMAPPROVED
OMB NO. 0938-0391

346115

{*2} MULTIPLE CONSTRUCTION (¥3) DATE SURVEY
A BUILDING COMPLETED

c
B. WING 01/30/2015

HAME OF PROVIDER OR SUPPLIER
BRIAN CTR HEALTH & REHAB/SALISBURY

STREET ADDRESS, CITY, STATE, ZiP CODE
635 STATESVILLE BOULEVARD
SALISBURY, NC 28144

(X4} 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

[[v] PROVIDER'S PLAN OF CORREGTION (X5}
PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)

F 248

Continued From page 2

indicated rented specialty beds were provided to
the facilily by an outside agency. He was
contacted by nursing in the event there was an
issue with a resident's air mattress, When asked
about Resldent #117's current mattress the
Maintenance Director stated, "l probably did put
the matfress on.” The Maintenance Director
indicated that there should have been a smaller
mattress on Resident 117's bed, The
Maintenance Director identified that Resident
#117's bed frame did not have the ability to be
extended. Resident #117's matiress was on a
standard bed and his bariairic matiress needed to
be on a bed frame that was equal in size. The
standard bed frame was measured at 35 inches
in width, and the bariatric matiress was measured
at 42 inches In width. The Maintenance Director
slated he "Just grabbed" a mattress because
Resident #117's went flat, The Maintenance
Director stated he was unaware of how long
Resident #117 had been using the 42 inch
maliress,

Interview with the Director of Nursing (DON) an
112816 at 10:59 am revealed the facility utilized
an oulside agency that delivers and sets up the
specialized beds for residents. She would contact
central supply to communicate what type of bed
the resident was in need of and central supply
then contacls the outside agency that would
deliver and setup the bed, The DON further
stated the facility owned a different type of
mattress and these matiresses are assigned by
the resident's needs and maintenance would put
them an the bed.

Interview on 1/28/15 at 2:46 pm with a
representative from the outside agency that
provided specialized beds to the facllity revealed

F 246
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they had no case number in regards to Resident
#117 and any specialized mattress. The agency
representative indicated that if it was one of the
outside agency ' s mattresses they did not set up
or deliver it for the resident in question. The
outside agency representative further indicated
that it was not the manufacturer's
recommendations to place a bariatric malfress
that was 42 inches wide on a standard bed that
was 35 inches wide. The representative stated if
the matiress is 42 inches wide the bed should be
42 inches wide,
Interview with the Nurse Consultant on 1/30/15 at
2:30pm revealed It was her expectation that
resident equipment be set up by the confracted
outside agency. The Nurse Consultant further
indicated that it was the responsibility of the DON
to order mattresses and to ensure specialty beds I
were ordered, ) f 5)7{!{,'
F 253 | 483.15(h)(2) HOUSEKEEPING & F 253
85=F | MAINTENAMCE SERVICES
This Plan of cnrre:tltlnn does not
The facility must provide housekeeping and constitute an admission or
malntenance services necessary to maintain a aﬂﬁmﬂt&l}";’:&?ﬂ:mﬂ the
sanitary, orderly, and comfortable interior. g;; luslons set forth ?:thls
Statement of Deflclencles. This
: Plan of Correction is prepared
This REQUIREMENT is not met as evidenced solely becausa It is raquired by
by: state and Faderal law.
Based on observation, resident interview and
staff interview the faclility failed to clean and repair F253 Housekeeping and
heating/air conditioning systems for the following Maintenance Services
rooms (100, 101, 102, 103, 104, 105, 108, 108,
110, 112, 113, 115, 116, 117, 119, 120, 121, 122,
123, 124, 126, 127, 128, 129, 200, 201, 202, 203,
204, 208, 208, 209, 211, 214, 218, 217, 219, 220,
221, 223, 225, 227, 301, 304, 321, 322, 323, 325,
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and 321); 6 rooms with broken dresser drawers
(108, 111, 112, 126, 127, and 128); 6 rooms with
mizsing baseboards (110, 112, 117, 123, 228, and
323}, and 6 rooms with missing knobs for dresser
drawers for the following rooms (102, 103, 109,
118, 123, and 127).

The findings Included:

1. Observations on 1/25/15 though 1/2715
revealed 51 out of 81 resident rooms 100, 101,
102, 103, 104, 105, 106, 108, 110, 112, 113, 115,
118, 117, 119, 120, 121, 122, 123, 124, 126, 127,
128, 129, 200, 201, 202, 203, 204, 206, 208, 209,
211, 214, 218, 217, 219, 220, 223, 225, 227, 301,
304, 321, 322, 323, 325, 326, 328, and room 333
to have one inch or more of dust built up on the
heating/air-conditioning unit filters. Observation
on 1/25/15 at 6:38 pm revealed resident room
#108 to have heavy lint on hating/air-conditioning
system. Observation on 1/26/15 revealed heavy
lint on heatingfair-conditioning system for room
#112 at 9:03am, #120 at 9:13am, #126 at 8:32am
#201 at 1052 am, #204 at 10:17am, #206 at
2:28am, #214 at 2:02pm, #225 at 2:07 pm, #226
at 8:38am, #321 at 1:27 pm, #322 at 9:21am,
#323 at 9:53 am, and Room 333 at 10:06am.
Observation on 1/27/16 revealed heavy lint on
heating/air-conditioning system for room #128 at
10:47 am, #325 at 9:05am, and #328 at 9:565am
and rooms #100, #101, #102, #103, #104, #105,
#106, #108, #110, #113, #115, #1186, #117, #1185,
#1214, #122, #1123, #124, #127, #129, #200, #202,
#203, #208, #2009, #211, #216, #217, #219, #220,

2)

3
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326, 328, aqd 333) 51 out of 81 rooms; 5 out of 1. Cormective action for the a1
1 rooms with holes in walls for the following defidency Included the following:
o
rooms (110, 112, 118, 225, and 123); 2 out of 81 1) Heating/air conditioning
rooms without blinds for the following rooms (210, systems In rooms 100, 101,

102, 103, 104, 105, 106, 108,
110, 112, 113, 115, 1185, 117,
119, 120, 121, 122, 123, 124,
126, 127, 128, 129, 200, 201,
202, 203, 204, 206, 208, 209,
211, 214, 218, 217, 219, 220,
221, 223, 225, 227, 301, 304,
321, 322, 323, 325, 326, 328,
and 333 will be deaned and
repaired by the maintenance
team by 2-27-15.

Hotes In walls in rooms 110,
112, 118, 225, and 123 will be
repalred by the malntenance
team by 2-27-15,

Replaced biinds in rooms 210
and 321 by the malntenance
team on 1-28-15,

Broken dresser drawers In
rooms 108, 111, 112, 126,
127 and 128 will be repalred
or replaced by the
maintenance team by
2-27-15,

Missing baseboards
replacedfrepalred in rooms
110, 112, 117, 123, 226, and
323 by the malntenanice team
by 2-27-15.

Knobs replaced on dressers In
rooms 102, 103, 109, 118,
123, and 127 by the
malntenance team on 2-27-
15.
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#221, #223, #227, #301, #304, and #326 at 2. Al residents have the potential to be
11:07am affected by the aliaged deficlent
- Practice. Therefore a 100% audit of all
2. Observation on 1/26/15 at 11:07 am revealed resident rooms and common areas was
baseboards missing from rooms #123, #112, &%MEE“ on 1/27/15 by facility and
#117, #110, #323, and #226 had loose priorzen e egulred repalrs and a
baseboards. iopalr schedule was
D bybl};f zli;lgﬁmun Maintenance
3. Observation on 1/26/15 at 11:07 am pm )
revealed room #118, and 225 to have holes in 3. Measures put Into place to ensure
walls. Observation on 1/26/15 at 1 0:40 pm that the alleged deficient practices do
revealed rooms 3112, and #118 to have holes in nok recur are as follows:
walls,
The Diviston Malntenance Director will
4. Observation on 1/26/15 at 1:27am revealed re-educate the facility maintenance staff
room 321 to have a no blinds. A sheet was on timely cmn;;;ﬂm of maintenance
eﬂ?}sewed_io be hung over the window. ﬂ"&gﬂ}' Ife m‘_:ju cated by the Area
servation on 1/27/15 at 11:07am revealed Educator by 2-27-15 on recognizing and
room #210 to have no blinds, A sheet was reporting a Maintenance request for
cbserved to be hung over the window. needed repairs . The Administrator
review maintenance logs 3 times a week
Review of the facility work orders revealed an for timely completion and will monitor
order for room #321, The work order stated 10 rooms weekly for 12 weeks to
“blind In window ". There was not date provided identify needed repalrs and
on the work order. There was no action provided maintenance
by maintenance. 4. These measures are to ensure
corrections are achieved and sustained:
141
5. During an observation on 1/27/15 at 3:00 pm E}“‘*’mﬁ.f;“ Qzﬂzt;:dﬁmumn: ﬁmﬁ
revealed 6 rooms without knobs to dressers the Quality Assessment and Process
{resident rooms #118, #4127, #109, #1 03, #102, Improvement meeting monthly for 3
and #123). Room #102 knobs were observed to months then quarterly, The QAPI team
be loose as evidenced by knobs hanging from will evaluate and make further
dresser by visible screws, Room #103 had recommendation as indicated,
broken knobs on the closets. Room #118 had
missing knobs for dresser drawers, Room #123
and #127 dresser drawers were missing knobs.
6. Observation of room #123 on 1/2615 at 11:00
FORM CMS-2567(02-99) Previous Versions Obsclels Event 10: 53EW1 Facility iD: 853007 * If continuation sheet Page & of 64




PRINTED: 02/13/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0301
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AMD PLAN OF GORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
345116 B. WING 01/30/2015
HAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
636 STATESVILLE BOULEVARD
BRIAN CTR HEALTH & REHABISALISBURY SALISBURY, NC 26144
{43 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION 5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING IMFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 253 Continued From page 6 F 253

am revealed missing base boards behind the
resident's door. Missing baseboard behind bed A
bed revealed a 2 inch gap from the wall to the
floor. Atelephone cord was observed to run from
the ceiling to the floor. The cord was draped on
the floor running along 2 inch gap between
baseboard and wall. The cord was cbserved to
run behind bed A and into a phone jack. Out of
the exposed wires entering the phone jack there
are two wires that were broken off and not
inserted into the phone jack, The wires and
phone jack were observed to be covered in dust,
A glass lense, orange food crumbs and a bead in
the corner of the resident's room that was
covered In dust.

Review of maintenance work ordered dated
1/8/15 indicated a repair need for room 123 of;
baseboard under bed has while where snail
comes in. The action identified by maintenance
oh 1/12/15 revealed "checked."

7. Observation of room #117 on 1/26/15 at 3:00
pm revealed a dried substance under bed A. The
air-conditioningfheating unit cover was observed
not attached to the unii, A whole was observed in
the wall by the bathroom door. Base board was
observed as missing from the wall,

Review of maintenance work order for room #117
dated 1/9/15 revealed "holes by bathroom door.”
There were no documented actions taken by
maintenance.

During an interview with the family for the
Resident in room #117 on 1/26/15 at 3:30 pm
revealed they had informed the facility that there
was dried nuiritional supplement on the floor
under the resident's bed more than 2 weeks ago.
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8. During cheervalion on 1/26/15 at 3:20 pm
revealed 6 resident rooms had broken dresser
drawers (room#108, 111, 112, 126, 127, and
128). Room #108 was observed to have 2
broken dresser drawers with exposed clothing.
Room #128 had 2 dresser drawers missing.
Underneath the missing drawers were exposed
clothing in remalning dresser drawers,

Interview with Housekeeping Manager on 1/26/15
at 4:15 pm revealed it was the responsibllity of
maintenance to clean heater/air-condition filters.
The Housekeeping Manager further indicated that
resident rcoms were cleaned daily as evidenced
by sweeping, moping, cleaning resident
restrooms, and dusting. Housekeeping indicated
that they perform spot cleaning in rooms when
notified by nursing about spills or other
housekeeping needs throughout the day.

During an interview and cbservation with the
Maintenance Direclor on 1/26/15 at 4:15 pm
revealed that staff were to document
maintenance issues or concerns on the facility
work order form. The facility work order requests
were located in a notebook at each nursing
station. Maintenance indicated that he would sign
off on work orders once completed as evidence
as compete. Maintenance identified if the work
order was not signed by him he had not
completed the task.

Review of facilities work orders obtained at each
nursing station revealed the following facility work
orders as not addressed;

F 253
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~Facility work order (no date provided) stated,
"Molding around floor loose in room #334",
-Facility work order (no date provided) stated,
"Celling coming through * in room #301

-Facility work order (no date provided) stated,
"Blind in window " for room #321.

-Facility work order {no date provided) stated,
"Small holes near bathroom in room wall® for
room #3289,

-Facility work order dated 12/20/14 stated
"window cracked"

-Facility work order dated 12/20/14 stated
"bathroom door has a hole in it for room®
3321334,

-Facility work order dated 1/9/15 stated, "holes in
wall by window" for room #108.

-Facility work order dated 1/9/15 stated, "holes at
baseboard on wall bed is up against” for room
#109.

-Facility work order dated 1/8/15 stated, "holes
by door” for room #110.

-Facility work order dated 1/9/15 stated, "walls
need patched with paint" for room #332,

-Facility work order dated 1/13/15 stated,
"wallpaper peeling off wall* for room #333,
-Facility work order dated 1/14/15 stated, "wall at
head of bed needs to be repaired” for room
#105,

-Facility work order dated 1/19/15 stated, "
drawer broken " for room #123,

During an interview and ohservation with the
Administrator on 1/26/15 at 4:15 pm revealed it
was her expectation that maintenance needs be
taken care of timely. The Administrator further
indicated she was unaware of the maintenance
concerns being chserved. The Administrator
stated that in the Instance maintenance had a
large amount of maintenance concerns that he
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The assessment must accurately reflect the
resident's status,

A registered nurse must conduct or coordinate
each assessment with the appropriate
participation of health professionals,

A registered nurse must sign and certify that the
assessment is completed,

Each individual who completes a portion of the
assessment must sign and ceriify the accuracy of
that portion of the assessment,

Under Medicare and Medicaid, an individual who
wilifully and knowingly certifies a materal and
false statement in a resident assessment is
subject to a civil money penally of not more than
$1,000 for each assessment; or an individual who
willfully and knowingly causes ancther individual
to ceriify a material and falze statementin a
resident assessment is subject to a civil money
penally of not more than $5,000 for each
assessment.

Clinical disagreement does not constifule a
material and false statement.

This REQUIREMEMNT is not met as evidenced

Based on record review and siaff interviews, the
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F 253 | Continued From page 9 F 253
inform her so that she could locate him
assistance to ensure the maintenance needs
were addressed timely,
F 278 | 483.20(g) - {j) ASSESSMENT F 278
55=p | ACCURACY/COORDINATION/CERTIFIED This Plan of Correction does not R‘Lf,?? Z’ 5
constitute an admission or

agreement by the Provider of the
truth of the facts alleged or
conclusions set forth in this
Statement of Deficlencies, This
Plan of Correction is prepared
solely because it Is required by
state and Federal law.

F278 Accuracy of Assessment

1. Residents’ number 30, 68 and 146
MDS was corrected on 2/2/15 and
2/5/15 by the Resident Care
Management Director to accurately
reflect the level 11 PASRR.

2, Al residents with the coding of the
MDS with level 1T PASRR have the
potential of belng affected by the
alleged deficlent practice. The Resldent
Care Management Director will complete
an audit of all resldents with level 11
PASRE to validate the MDS assessment
has been coded accurately to reflect
status of the resident. The audit was
completed on 2/8/15,
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facility fafled to accurately code the Minimum
Data Set to reflect the Level Il Preadmission
Screening and Resident Review determination for
3 of 7 residents (Resident #30, #68, and #146)
identified as Level [l PASRR residents.

The findings included:

1) Resident #68 was admitted to the facility on
10/08/2014 and had diagneses including anxiety,
depression, bipolar disorder, psychotic disorder,
and schizophrenia.

Areview of Resident #68's Admission Minimum
Data Set (MDS) dated 10/15/2014 indicated the
resident was not considered by the state Level ll
Preadmission Screening and Resident Review
{(PASRR) process fo have a serious mental illness
andfor intellectual disability. The results of this
screening and review are used for formulating a
determination of need, determination of an
appropriate care setling and a set of
recommendations for services to help develop an
individual's ptan of care.

A review of {he facility's list of Level Il PASRR
residents revealed that Resident #68 was
included among the residents named on the list.

The Business Office Manager was interviewed on
01/28/2015 at 11:21 AM, regarding PASRR status
and how it was communicated to the MDS
Coordinator. She indicated that PASRR renewals
were not being done when she started working
there and said, "It is such a simple thing but no
one had been assigned to do it so | started this
tracking book." The Business Office Manager
sald, "l know that MDS needs to know so | let
people know in morning meetings.”

3. The Regional Care Management
Director re-educated all MDS staff on
the acourate completion of section A on
2{4/15. The Resident Care Management
Director will randormly review 5
completed MDS weekly for 1 month
then biweskly for 2 months to verify
accurate completion. The resuits of this
monitorlng witl be documented on the
MDS Accuracy Audit. Opportunities will
be corrected by the Resident Care
Director or MDS Coordinator as
Identified during audits.

4, These measures are to ensure
corrections are achieved and sustained:
Thi Resldent Care Management Director
will report the results of these audits
during the Quality Assessment and
Process Improvement mesting monthly
for 3 months then quarterly. The QAPL
team will evaluate and make further
recommendations as Indicated,
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The Resident Care Management Director, was
interviewed on 01/29/2015 at 2:18 PM regarding
Resident #68's assessment. She stated she was
not aware the resident's MDS did not reflect the
PASRR stalus accurately. She could not explain
why it was coded incorrectly but the MDS should
have reflected the resident had a PASRR Level Il
status.

On 01/29/2015 at 4:40 PM the Interim Director of
Mursing (DON) was interviewed. The Interim
DOMN indicated it was her expectation that the
Level I FASRR determination would be coded
accurately on each resideni's MDS,

2} Resident #30 had diagnoses including
depressive disorder, anxiety and schizephrenia.

Areview of Resident #30's Annual Minimum Data
Set (MDS) dated 09/10/2014 Indicated the
resident was not considered by the state Level Il
Preadmission Screening and Resident Review
{PASRR) process to have a serious mental filness
and/or intellectual disabilily. The MDS did indicate
Resident #30's diagnoses included anxiety,
depression and schizophrenia.

A review of the facility's list of Level Il PASRR
residents revealed that Resident #30 was
included ameng the resldents named on the list.

The Business Office Manager was interviewed on
01/29/2015 at 11:21 AM, regarding PASRR status
and how it was communicated to the MDS
Coordinator. She indicated that PASRR renewals
were not being done when she started working
there and said, "It is such a simple thing but no
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one had been assigned to do it so [ starled this
tracking book." The Business Office Manager
said, "I know that MDS (staff) neads to know so |
let people know in morning meetings,”

The Resident Care Management Director, was
interviewed on 01/29/2015 at 2:18 PM regarding
Resident #30's assessment. She, stated she was
not aware the resident's MDS did not reflect the
PASRER stalus accurately. She could not explain
why it was coded incorrectly but the MDS should
have reflected the resident had a PASRR Level I
status.

On 01/29/2015 at 4:40 PM the Interim Director of
Mursing {DON) was interviewad, The Interim
DON indicated it was her expectation that the
Level Il PASRR determination would be coded
accurately on each resident's MDS,

3) Resident #146 was admitted to the facility on
10/08/2014 and had diagnoses including bipolar
discrder.

A review of Resident #146's Admission Minimum
Data Set (MDS) dated 10/15/2014 indicated the
resident was not considered by the state Level Il
Preadmisslon Screening and Resident Review
{PASRR) process to have a serious mental iliness
and/for intellectual disability. The MDS did indicate
Resident #146 ' s diagnoses included bipolar
disorder,

A review of the facility's list of Level |} PASRR
residents revealed that Resident #146 was
Included among the residents named on the list,

The Business Office Manager was interviewed on

F 278
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01/28/2015 at 11:21 AM, regarding PASRR status
and how it was communicated to the MDS
Coordinator, She indicated that PASRR renewals
were not belng done when she started working
there and said, "Itis such a simple thing but no
one had been assigned to do it so | started this
tracking book." The Business Office Manager
said, " know that MDS (staff) needs to know so |
let people know in morning meetings,"
The Resident Care Management Director, was
interviewed on 01/28/2015 at 2:18 PM regarding
Resident #146's assessment, She, stated she
was not aware the resident's MDS did not reflect
the PASRR status accurately. She could not
explain why it was coded incorrectly but the MDS
should have reflected the resident had a PASRR
Level Il status,
On 01/29/2015 at 4:40 PM the Interim Director of
Mursing (DON) was interviewed, The Interim
DOM indicated it was her expectation that the
Level Il PASRR determination would be coded
accurately on each resident's MDS.
F 270 483.20(d), 483.20(k)(1) DEVELOP F 279|  This Plan of Correction does not .
s§=G | COMPREHENSIVE CARE PLANS " constitute an admission or 5?/5?? /S
agreement by the Provider of the
A facility must use the results of the assessment truth of the facts alleged or
to develop, review and revise the resident's concluslons set forth in this
comprehensive plan of care. Statement of Deficiencles, This
Plan of Correction is prepared
The facility must develop a comprehensive care ﬁ;ﬁamc:m::llfaﬁ?mmd by
plan for each resident that includes measurable
objectives and timetables to meet a resident's F279 Develop Comprehensive Care Plans
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive 1. On 2-4-15 Restdent #73’s pressure uleer
assessment. . care plan was updated to refleet corvent
interventions by the Resident Care
Manggement Director on.
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The care plan must describe the services that are
to be furnished to attain or maintain the resident's
highest practicable physical, mental, and
psychosocial well-being as required under
§483.25; and any services that would otherwise
be required under §483.25 but are not provided
due to the resident's exercise of rights under
§483.10, including the right to refuse treatment
under §483.10(b)(4).

This REQUIREMENT is not met as evidenced

Based on observations, record review and staff
interviews the facility failed to complete a care
plan with interventions to prevent a pressure ulcer
from recccuring for one of two sampled residents
with pressure ulcers, Resident #79

The findings included:

Resident #79 was initially admitted to the facility
on 9/27/11 with diagnoses including anoxic brain
injury, diabetes, seizure disorder and
hyperiension.

The annual Minimum Data Set (MDS) dated
7/2514 indicated memory and cognition were not
assessed due to persistant vegetative state, The
MDS indicated Resident #79 required extensive
assistance of two staff for bed mobility, extensive
assistance of one person was required for
tolleting and personal hyglene and total
assistance of one person was required for
bathing. The bowel and bladder assessment
indicated Resident #79 was always Incontinent of
beth. Pressure ulcers were indicated as being
present as a stage 3 on this MDS. Total nutrition
and hydration for this resident was provided by a

2. The Resident Care Management
Director will audit the pressure weer care
plan of all residents with current pressure
uleers by 2-27-14,

3.0n 2-18-15 the Regional Care
Management Director will re-educate all
Interdizeiplinary Team, which includes
the Director of Nursing, Unii Managers,
Resident Care Management Director,
Activities Divector and Social Services
regarding the development of
comprehensive care plans, including
interventions fo prevent pressure ulcers,
The Resident Care Managenient Director
will randomly observe 5 residents*
pressure ufeer care plans weekly for 4
weeks then biweekly for 2 months fo
validate all current interventions are
appropriate for the resident and are in
place, The results of this review will be
documented on the Care Plan Audit Tool.
Opportunities will be corrected as needed
by the Resident Care Director or MDS
Coordinstor,

4. These measures are to ensure
corrections are achieved and sustalned:
The Resident Care Management Director
will report the resulls of these audits
during the Quality Assessment and
Process Improvement meeting monthly
for 3 months then quarterly, The QAPI
team will evaluate and make Turther
recommendations as indicated,
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feeding tube, Resident #79 was assessed as
having a tracheostomy in place,

Review of the Care Area Assessments (CAAS)
dated 7/30/14 indicated " Pressure Ulcer * was
triggered due to the resident had a new stage 3
on the cocecyx and developed a stage 3 pressure
uleer on her neck due to the fracheostomy strap.
The stated goal included there would be no
further signs of break down. The decision was
made to proceed to care plan and monitor for and
prevent pressure ulcers.

Review of the care plan with an update of 7/23/14
included the pressure ulcers on the coceyx and
the neck. Approaches included pressure
reduction mattress to the bed, pressure reduction
cushion to the chair or wheelchair, complete a full
body check weekly and document, wound care
physician and a wedge to be used at all times.
Updates to the care plan indicated the coceyx
wound would heal and re open.

Review of the medical record for Resident #79
revealed the pressure ulcer on the posterior neck
first occurred on 7/20/14 and healed on /314, A
pressure ulcer reoccurred on $/23/14 on the back
of her neck and healed again on 10/8/14.

Review of the Trealment Administration Records
for December and January revealed the order to
place an ABD pad (thick padded dressing) to the
posterior neck every day. These records did not
include the use of soft Veloro ties for the
tracheostomy ties.

Interview with the MDS nurse on 01/29/2015 at
3:03 PM revealed she was not sure why Resident
#79 was not care planned for interventions to

F 278
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incapacitated under the laws of the State, to
participale In planning care and treatment or
changes in care and treatment.

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment; prepared by an
interdisciplinary team, that includes the attending
physician, a registered nurse with responsibility
for the resident, and other appropriate staff in
disciplines as determined by the resident's needs,
and, to the extent practicable, the participation of
the resident, the resident's family or the resident's
legal representative; and periodically reviewed
and revised by a team of qualified persons after
each assessment,

This REQUIREMENT Iis not met as evidenced
by:

Based on observations, record reviews and staff
interviews the facility failed to update care plans
for 4 of 52 sampled residents with care plans
reviewed. (Residents #131, 147, 152 and 116)
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prevent recccurrence of the pressure ulcer on the
posterior neck. The ABD pad was ordered and
must have been overlooked. The type of ties for
the tracheostomy to prevent pressure ulcers from
reccourring was missed and not added to the
care plan,
F 280 | 483,20(d)(3), 483.10(k)(2) RIGHT TO F 280 -
=D | PARTICIPATE PLANNING CARE-REVISE CP This Plan of Correction does not 21870
) constitute an admission or
The resident has the right, unless adjudged agreement by the Provider of the
incompetent or otherwise found fo be truth of the facts alleged or

concluslons set forth in this
Statement of Deficiencies. This
Plan of Correction is prepared
solely because it is required by
state and Faderal law,

F280 RIGHT TO PARTICIPATE
PLANNING CARE REVISE CP

L.Resident # 131 eare plan was revised on
1-29-15 to reffect correet size of
tracheostomy Shiley trach by the
Resident Care Management Director,
Resldents' # 147 care plan revised on 2-
18-14 and #159 care plan was revised on
2-11-15 for current fall interventions by
the Resident Care Management Director,
Resident # 116 was discharged on 1-4-15,

2.AN resldenis care plans were audifed fo
rellect correct fracheostomy care and size,
current fall interventions, and infections
relafed o contact isolation by 2-27-15 by
the Resident Care Managentent Director
and MBS Coordinator.
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Findings included:;

1. Resident #131 was initlally admitted to the
facllity on 5/13/14. The most recent re admission
was on 111215 with diagnoses including
respiratory infection, neurogenic bladder and
anoxic brain damage.

The respiratory therapist note dated 11/10/14
indicated tracheostomy care was provided and a
#8 Shiley was used to replace the inner cannula,

The Minimum Data Set (MDS) dated 11/13/14
indicated Resident #131 had a tracheostomy and
was total care for activities of daily fiving.

The care plan updated on 11M13/4 included
problems related to a tracheostomy. Approaches
for care of the tracheostomy indicated the size of
the tracheal inner cannula (Shiley) was 14.

Review of a physician ' s consult dated 12/17/14
revealed the trach was changed using a #6
cuffless Shiley.

Review of a telephone order dated 1/12/15
revealed a #6 Shiley was to be used for
tracheostomy care.

Observations on 1/27/15 at 7:55 AM revealed #5
Shiley was in the room for tracheostomy care.

Interview on 01/28/2015 at 10:16 AM with the
MDS nurse revealed the care plan was In error,
The size of the Shiley should have been #8,

2. Resident #147 was admitted to the facility on
1171414 with diagnoses including diabetes and
stroke,

3.The Reglonal Carc Management
Director will re-educate all
Interdisciplinary Team, which includes
the Director of Nursing, Unit Managers,
Restdent Care Management Director,
Activities Director and Social Services on
updating care plans to Inelude
Interventions for tracheostom ¥ el size of
Shilley trach, current fail interventlons
and Infections related to ¢ diff and confact
isolation on 2-18-14. The Resident Care
Manragement Drector will randomly
observe 5 residents’ care plans for 4
weeks then biweekly for 2 months (o
valldate care plans are fn place for
fracheostomy, fall interventions, and
infections related to lsolation. The results
for this monitoring will be documented an
the Care Plan Update Audit Tool.
Opportunities will be corvected as needed
by the Resident Care Director ar MDS
Coordinator as identified during audits,

4.These measures are to ensure
corrections are achieved and sustained:
The Resident Care Management Direcior
will report the resnlts of these audits
during the Quality Assessment and
Process Improvement Meeting maonthly
for 3 months then quarterly. The QAPI
team will evalunte and make further
recommendations as indicated.
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The Minimum Data Set (MDS) dated 11/21/14
indicated Resident #147 had moderate
impairment with short and long term memory,
required extensive assistance with bed mobility,
transfers, personal hygiene and toileting and was
noh ambulatory. The MDS indicated Resident
#147 had experienced a fall,

The care plan dated 11/16/14 included a problem
of falls with intervention of a personal alarm to be
applied to the bed at all times. An updated
intervention for 12/8/14 included when the
resident was out of her room, for staff to attempt
to keep the resident in a supervised area.

Review of the January orders revealed an order
far a personal alarm to be used when in bed and
the chair.

Observalion on 01/29/2015 at 9:14 AM revealed
Resident was in her wheelchair (Broda type) and
the personal alarm was on the back of the chair
with the clip not attached to the resident.

Cn 1/28/2015 at 10:02 AM an interview was
conducted with the MDS nurse. Interview
revealed the care plan should have been updated
for fall prevention with use of a personal alarm
when out of bed in a chair,

3. Resident #159 admitted to the facility on
8/9/14 with diagnosis of Alzheimer and anxiety.

Review of the Minimum Data Set (MDS) dated
12/16/14 indicated Resident #158 had problems
with long and short term memory and had no
behaviors, Resident #159 required extensive
assistance of one staff for bed mobility, transfers,

F 280

FORM CMS-2567(02-98) Previous Verslons Obzolete Event 10: SAEW1

Fatlity I0: 853007 If condinuation sheel Page 19 of 64




DEFARTMENT OF HEALTH AND HUMAN SERVICES
ENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 02/13/2015
FORM APPROVED
OMB NO, 0938-0391

STATEMEMNT OF DEFICIENCIES (X1} PROVIDER/SUPFLIERCLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

346116

(%2) MULTIPLE CONSTRUCTION (%3} DATE SURVEY
A BUILDING COMPLETED

c
E. WG 01/30/2015

NAME OF PROVIDER OR SUPPLIER
BRIAN CTR HEALTH & REHAB/SALISBURY

STREET ADDRESS, CITY, STATE, ZIP CODE
6356 STATESVILLE BOULEVARD
SALISBURY, NC 28144

4] I
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

[[s] PROVIDER'S PLAN OF CORRECTION {XE)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETICN

TAG CROSS-REFERENCED TO THE ARPROPRIATE DATE
DEFICIENCY)

F 280

Confinued From page 19

dressing, and personal hygiene. She was able to
walk with limited assistance of one staff. This
MDS indicated she had a history of two falls
without injury since admission andfor prior
assessment.

Review of the care plan dated 1/23/14 indicated a
problem of falls with interventions including use of
a personal alarm while in bed and in the whee!
chair, The care plan included the use of a
mattress pad alarm.

Review of the January menthly orders indicated
the resident was 1o have a mattress pad alarm
when in bed and to check the alarm every shift.

Observation on 01/28/2015 at 1:49PM revealed a
sensor pad was located under Resident #159 and
the cord was hanging down from the pad. The
sensor pad was not attached to any type of alarm
box.

Interview on 01/28/2015 at 9:58 AM with the MDS
nurse revealed the personal alarm was the fall
intervention to be used when in bed. Further
interview revealed she was not aware of a sensor
pad on the bed. The MDS nurse explained the
personal alarm was to be used when the resident
was In a chair and in the bed.

Interview on 01/29/2015 at 3:08:08 PM with the
MDS nurse revealed the sensor pad alarm was
not a current intervention and the care plan
should have been revised,

4. Resident #1168 was re-admitted to the facility

F 280
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on 12/18/14 with diagnosis including urinary tract
infection, clostridium difficile colitis (c-diff) and
vascular dementia. Resldent #116 was discharge
to the hospital on 1/4/15 for an evaluation due to
symploms of confusion and hypotension,
Arecord review revealed a nurse ' s note dated
121814 that Resident #116 was placed in
contact isolation for c-diff,
A physician telephone order dated 11115
indicated to discontinue contact precautions.
The care plan initiated on 11/13/14 for actual
infection was not updated to reflect changes on
re-admission 12/18/14 for c-diff colitis and contact
precaulions.
An interview with Unit Coordinator #2 on 1/28/M5
at 10:15 AM revealed that care plans are
expected fo be updated within 24 hours of
admission. Itis the practice of the facliity to
review and update the care plan for any changes
each morning in morning meefing.
F 281 483.20(k)(3)()) SERVICES PROVIDED MEET F 281 P / Al
5s=n | PROFESSIONAL STANDARDS This Plan of Correction does not A
constitute an admission or
The services provided or arranged by the facility agreement by the Provider of the
: truth of the facts alleged or
must meet professional standards of quality, concluslons set forth In this
Statement of Deficiencles. This
. Plan of Correction Is prepared
This REQUIREMENT is not met as evidenced solely because it Is required by
by: state and Federal law,
Based on resident and staff interviews, and
record rgwew. the faciﬂtr falled to have F 281 SERVICES PROVIDED TO MEET
medications available and and ensure PROEESSIONAL STANDARDS
medications were administered as orderad by the
physician for 1 of 6 residents (Residents #29)
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reviewed for medications.
The findings included:

1. Resident #29 was originally admitied to the
facility on 5/30/2013 with diaghoses including
constipation and hyperiension. The most recent
Minimum Data Set (dated 11/17/2014) indicated
Resident #29 was cognitively Intact.

Review of the record revealed Resident #29's
medication list included physician orders for
Colace 100 milligrams (mg) dated 06/24/2014,
"Take 2 caps (capsules) by mouth twice daily for
conslipation” and Altace 5mg, dated 09/05/2014,
"Take 1 cap by mouth every day." Altaceis a
medicalion used fo treat hypertension and
congestive heart failure,

Review of Resident #29's Medication
Administration Record (MAR) for October 2014,
revealed the initials for the administration of
Colace were circled on October 28, 27, 28 and
29, 2014, There was no explanalion provided on
the back of the MAR or in the clinical record fo
say why the initials were circled on those dates.

Review of Resident #29's Medication
Administration Record (MAR) for January 2015,
revealed the initials for a the administration of
Altace was circled on January 5, 2015, On the
back of the January MAR there was a notation for
01052015 for the B AM administration which
indicated the Altace was not available,

During ah interview on 01/28/2015 at 2:21 PM,
Resident #29 stated there were times when the
facitity had not ordered her medication and she
had gone days without one of the pills ordered by

{%4) 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION [#5)
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F 281 | Continued From page 21 F281} 1. Resident number 29 medications

have been recefved for medication
avallability. A Medication variance report
was completed for &l medications
indicating discrepancies.

2. All resident’s current medication
records were audited related accurate
documentation of administration by the
Director of Nursing and Unit Managers
by 2/23/15.

3. The Area Staff Development and or
Director of Nursing will re-educate all
nurses and cerfified medication aldes
related to medication availabliity and
accurate decumentation on the
medication adminlistration record by
2/23/15. Medication Administration
Audit are conducted by the Director of
Mursing and or Unit Managers to ensure
medications are given as prescribed,
threa Hmes a waek for 4 weeks, weekly
for 4 weeks, and then monthly for 3
months, to ensure ongoing compliance.
Audits will be documented utifizing the
MAR Audit tool,

4, These measures are to ensure
corrections are achieved and sustained:
The Director of Mursing will report the
results of these audits and observations
during the Quality Assessment and
Process Improvernent Meeting monthly
for 3 months then quarterly. The QAP
team will evaluate and make further
recommendations as Indicated.
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the physician. Resident #29 said, "They ran out
of my Colace for four days in October (2014)."
The resident also said, "On January & and
January 8, (2018), | didn't get my blood pressure
medicine. I've had a stroke you know, and without
my blood pressure medicine, | was afraid | might
have another stroke,"

During an Interview on 01/30/2015 at 9:25 AM,
Unit Coordinator (UC) #1 reviewed Resident
#29's Medication Adminlstration record for
October 2014, She stated initials were circled on
the MAR when a medication was not
administered as ordered. UC#1 had no
explanation for why the Colace was not
administered October 26-29, She indicated the
expectation was that the Medication Aides would
have made a note on the back of the MAR about
why the medication had not been given. After
review of the initials, the Unit Coordinator
Indicated the circled initials included Medication
Aide (MA) #1, #3, #4 and #5. UC #1 further
stated her expectation was that the Medication
Aldes notify the nurse on duty if the medication
had run out so the pharmacy could be called, The
UC stated, "(Scheduler/Ceniral Supply
Specialist) routinely orders medications, but we
can notify the pharmacy to have them send us a
house stock medication. It usually will come in
within less than 24 hours," The UC indicated the
nurses supervising the Medication Aides on the
days in question were Nurse #1, #2, and #3. UG
#1 indicated the Medication Alde in January when
the Altace was circled, was MA #2,

The Scheduler/Central Supply Specialist was
interviewead on 01/30/2015 at 10:11 AM. She
indicated when she entered a medication order
into the computer it then had to wait for approval

F 281
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from the Administrator, and once approved the
medication would arrive at the facility on the next
business day. The Central Supply Specialist
(CSS) indicated the former Administrator would
often not sign the approval in a timely manner
and had to be reminded so the medications would
be shipped. The CSS provided the October 2014
Order Invoice which indicated the CSS had
entered the request for Colace into the computer
on 10/23/2014, and the former Administrator' s
approval was dated 10/25/2014. The CSS added
that the approval date of 10/25/14 was a
Saturday. She provided the Package Tracking for
October 2014 which indicated the medications
arrived on Monday, 10/27/2014. The CSS did not
know why the Colace was not avallable to the
Medication Aides October 27-29, but added,
“The Med Techs know to notify the pharmacy if
they run out of something. It would have been
here that same night. (The Order Invoice and
Package Tracking) shows that | ordered it on
10/23 and we received it on 10/27."

Medication Alde #2 was interviewed on 01/30/20
at 10:15 AM about the Altace that was
unavailable on 01/05/2015. MA#2 said, "It wasn't
in {the medicalion cart). On the back | wrote that
she refused two medications and that the Altace
was not available. | went to the nurse (Nurse#2)
to tell her the med was out. She said she would
let the pharmacy know. | also let the person
taking over the cart that day (that the Altace had
not been given),"

Medication Aide #1 was interviewed on
01/30/2015 at 10:53 AM about the Colace that
was not given on 10/27/2014 at 8AM. MA#1 said
she must have forgotten to write the reason for
circling her initials on that day but add, " | believe
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it was out of stock. We didn't have any in the
building." MA#1 said, "If we can't find any we tell
the nurse." But she was unable to remember so
far back if she had actually informed the nurse
that there was no supply of Colace.

Medication Aide #3 and #4 were not available for
interview,

Medication Aide #5 was interviewed on
01/30/2015 at 10:58 AM about the Colace that
was not given on 10/28/2014. MA#SE sald if the
Colace was out of stock then, "“we go to every
unit to see if they have it and if not then we let
(he nurse) know."

Murse #1 was interviewed on 01/30/2015 at 11:10
Al about the Altace that was not available in
01/05/2015. Nurse #1 could not recall if she had
called the pharmacy for the Altace. She indicated
the medication was to be given every day and
said, "It doesn't necessarily have to be given in
the morning.” When asked If she had told the
on-coming shift that the medication had not been
given Nurse #1 sald, "I'm sorry, | don't recall if |
did, It was given the next morning so apparently it
came in,"

During an interview on 01/30/2015 at 11:16 AM,
Nurse #2 indicated when she worked on October
25 she normally would have called the pharmacy
for an out-of-stock medication. Nurse #2 could
not recall if she had actually done o and added,
"I don't know what happened.”

Murse #3 was interviewed on 01/30/2015 at 11:26
AM to see if a Medication Aide had reported to
her that there was no supply of Colace when she
worked on Monday, October 27, 2015, Nurse #3

F 281
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said, "They probably did but honestly I don't
remember.”" Nurse #3 could not recall if &
shipment of medications had been delivered to
the facility on that day, or if she had looked for a
supply of Colace,

ON 01/30/2015 at 11:30 AM, the Regional
Director of Clinical Services indicated it was her
expectation that residents receive medications as
crdered by the physician.

S§5=G | PREVENT/HEAL PRESSURE SORES

Based on the comprehensive assessment of a
resident, the facility must ensure that a resident
who enters the facility without pressure sores
does not develop pressure sores unless the
individual's clinical condition demonstrates that
they were unavoidable: and a resident having
Pressure sores receives necessary freatment and
services to promote healing, prevent infection and
prevent new sores from developing,

This REQUIREMENT s not met as evidenced
by:

Based on observations, record review and staff
interviews the facility failed to prevent a pressure
ulcer and failed to implement physician ordered
interventions for pressure ulcers for one of two
sampled residents with pressure ulcers,
Resident #79,

The findings included:
Resident #79 was initially admitted to the facility

on 8127/11 with diagnoses including anoxic brain
injury, diabetes, seizure disorder and
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F 314 | 483.25(c) TREATMENT/SVCS TO F 314

This Plan of Correction does not A /g 7/!'5
constitute an admission or

agraement by the Provider of the
truth of the facts alleged or
conclusions set forth In this
Statement of Deficlencies. This
Plan of Corraction Is prepared
solely because [t is required by
state and Federal law,

F314 TREATMENT TO
PREVENT/HEAL PRESSURE SORES

1. An order for Resident # 79 was received
on 2-11-15 for soft ties to be ysed daily
and ehanged as necded during
tracheostomy care. A pressure reduction
cushion was placed in chair on 2-20-15 to
be used when the resident is out of bed,

2. Residents with pressure uleers have fhe
potential fo be affected by this alleged
deficlent practice. The Director of
Nursing and Unit Managers will complete
an audit of all resldents with pressure
sores to ensure physician ordered
interventions are In place by 2-27-15,
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hypertensio 3. The Area Stalf Development and
vpe sion. Director of Nursing will re-cducate all
. licensed nurse siaff regarding
The annual Minimum Data Set (MDS) dated implementing physician ordered
7125114 indicated memory and cognition were not interventions to prevent pressure ulcers,
assessed due to persistant vegetative state. The to include completing imlmmlil&
MDS indicated Resident #79 required extensive L’:f:‘.,;:.‘i.:;‘::';i'&“.;“.;“h‘i";%'%. s,
aas!ﬂa"ce of two staff for bed muh.lmr' extonsive Treatment Administration Records will
assistance of one person was required for be audited by Director of Nursing and or
toileting and personal hygiene and total Unit Managers for completion, Five
assistance of one person was required for residents randomly selected, will be
bathing. The bowel and bladder assessment audited for completion of pressure ulcer
indicated Resident #79 was always incontinent of it F‘;fﬂ':::;“{ﬂ"{ﬁi‘;& of
boih. Pressure ulcers were indicated as being weekly skin checks. This anait will e
present as a stage 3 on tﬁis MDS. Total nutrition conducted three times a week for 2 weeks,
and hydration for this resident was provided by a weekly for 4 weeks and then monthly for
feeding tube, 3 months te ensure 0‘II'IgﬂiI'IE u:n:lplim:rn.
These audits will be documented on the
i pressured reduction eushion and weekly
Raview of the Cafﬂ Areaft 3868sments [?MS"' skin checks audit tool, Treatment records
dated 7/30/14 indicated “Pressure Ulcer" was will also be reviewed three times & week
triggered due to the resident had a new stage 3 for 2 weeks, weekly for 4 weeks, then
on the coceyx and developed a stage 3 pressure menthly for 3 months to ensure ongolng
uleer on her neck due to the tracheostomy strap, compliance, Treatment audits will be
The stated goal included there would be no documented on the TAR audit form,
further signs of break down. The decision was
4. These measitres are to ensure
made to proceed to care plan and monitor for and corrections are achieved and sustalned:
prevent pressure ulcers, The mmtﬁr of N::;‘sins ;ﬂmpur: E;T
results of these audits an ryations
Review of the care plan with an update of 7/23/14 during the Quality Assessment and
included the pressure ulcers on the coccyx and Process Lmprovement meeting m?lg;hly
the neck. Approaches included pressure for 3 months and then quarterly. The
. QADI team will evaluate and make
reduction mattress to the bed, pressure reduction i
further recommendations as Indicated,
cushion to the chair or wheelchair, complets a full
body check weekly and document, wound care
physician and a wedge to be used af all times.
a. Review of a nurse's note dated 7/20/14 at
2:10 PM provided documentation of an area fo
the back of neck that measured 16 centimeters
{cm) length (L) by 0.5 cm width (W) and .2 ¢m
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depth (D). The nurse 's nole indicated the
irealment nurse did an assessment of the wound
and initiated a treatment of Santyl (a debridement
agent} covered with an ABD dressing (thick
padded dressing).

Review of the Treatment Administration Record
for 7/20/14 indicated the neck wound would be
cleaned with normal saline sclution. Santyl would
be applied to the wound, An ABD pad would he
placed to the area under the tracheostomy collar
at the back of neck,

Review of the Respiratory Therapist note dated
7/2314 indicated she made a visit to provide
respiratoryftracheostomy care, Awound was
noted at the back of the neck when the neck
collar was changed, "..appears green elastic
strap on trach mask (tracheostomy collar) is what
caused open area. ABD pad wrapped around
sirap & (and) taped together to protect skin.

DON (Director of Nursing) aware, "

Review of a wound note dated 7/23/14 by the
wound physician indicated the neck wound was
caused by pressure from the tracheostomy collar
strap. The physician indicated he would look into
options to replace collar strap. The wound
physician assessed the wound as a stage 3, (a
full thickness tissue loss) that measured 17.5 em
Lby.2 cm D by .7 em W. The wound had light
serous exudate (drainage).

Review of the physician orders revealed the
treatment to the neck wound was changed on
712314, The new order was to clean the neck
wound with normal saline and apply hydrogel with
an ABD pad every day. The documentation on
the July 2014 TAR Indicated the treatments wera

Fai4
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provided as evidenced by the presence of the
nurses' initials.

Review of the Respiratory Therapist note dated
8/18/14 revealed "Trach (tracheostomy) care
done & fies changed. Dressing change done on
back of the neck, area is still open. Remove
elastic strap from trach collar & replaced it ¢
(with) a Vielcro trach strap ... *

Review of the wound physician's note dated
9/3/14 revealed the pressure ulcer on the back of
the neck was resolved,

Review of the Respiratory Therapist note dated
9/23/14 revealed "When removing trach fies
noted they were wet & had an odor. Neck
checked there is an open area from trach mask
strap again. Nsg (nursing) notified & dressing
was put on area. Removed elastic from trach
mask & used Velero trach tie .., "

Review of the wound physician's progress note
dated 9/24/14 indicated a stage 2 (partial
thickness tissue loss) that measured .2 cm L by
3.0 cm W and .1cm D, The drainage was light
serous. Additional Information: “wound has
reopened. This area will be vulnerable to
breakdown due to trach collar, Dressing: Dry
Protective Dressing - once Daily, Hydrogel - Once
Daily."

Review of January monthly signed physician
orders indicated an ABD pad was {o be placed
under the trach ties at the back of the neck. This
was to he checked every shift. Documentation by
the nurses on the TAR indicated the ABD pad
was being used as evidenced by nurses' initials
each day for "6-2" shift.

F 314
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Observations on 01/28/2015 at10:56 AM revealed
the ABD pad was not in place at the back of
Resident #72's neck,

Interview with nurse #2 on 1/28/5 at 11:13 AM
revealed supplies were available for frach care.
Supplies included use of soft ties to secure the
trach and humidification. Murse #2 checked
Resident #79 ' s skin behind the neck which
revealed the skin was intact with no breakdown.
Further interview with nurse #2 revealed the
respiratory therapist had changed the type of ties
used to secure the humidification collar. The skin
breakdown had cccurred at the fold in the back of
neck., Murse # 2 was not sure if Resident #79
was fo have padded dressing to the back of the
neck, Atthe time of this interview an ABD pad
was not located at the back of the resident's
neck. Nurse #2 explained she thought the
dressing order (padded dressing) was used when
the wound had been present,

Interview on 01/29/2015 at 10:59 AM with nurse
#2 revealed Resident #79 should have an ABD
pad as protection at the back of the neck.

Observations on 01/28/2015 at 11:06 AM
revealed Resldent #79 did not have an ABD pad
under the tracheostomy ties at the back of her
neck. The soft Velcro ties were observed around
her neck,

An interview with nurse #7, who worked on the
evening shift, was conducted on 01/29/2015 at
2:53 PM. Nurse # 7 was asked what ireatmenis
she had provided Resident #79 on her shift. She
explained she did not do any dressing changes
on her shift. When asked if an ABD pad was

F 314
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supposed to be kept at the back of Resident
#79's neck, she stated she could not remember.

On 61/20/20156 at 1:18 PM an interview was
conducted with the Respiratory Therapist who
made monthly visits and provided tracheostomy
care for Resident #79. The Respiratory Therapist
explainad she could not remember exactly when
the ties (to the tracheostomy and collar) were
awitched from the green elastic to the soft velcro,
She could not remember if it was replaced after
the first occurrence or after the last cccurrence of
the pressure ulcer on the neck. Further interview
revealed she did not bring in supplies when
respiratory care was provided. She explained
she " used what the facility had in the room. "

Interview with the supply clerk on 1/28/15 at 11:356
PM revealed she could not say when the Velcro
ties were ordered. She thought there had baen a
large order In the bullding and the staff had used
from that supply. When asked Iif she could locate
a date of the order, she stated she couldn't. The
supplies had been In the bullding for residents
with tracheostomies.

Interview with the Corporate Regional Nurse on
1729115 at 2:30 PM revealed the weekly skin
checks for September 2014 were not available for
review.

The Director of Nursing and Administrator who
had been aware of the resident ' s wounds was
not available for interview. The Interim
Administrator and interim DON had no knowiedge
about this resident ' = care.

b. Review of the wound care physician's
prograss note dated 1/21/15 included an
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assessment of a coceyx pressure ulcer for
Resident #79. The pressure ulcer was present
upon admission to the facility, The physiclan
assessed the wound as a stage 3 (full thickness
of tissue) and measured 2.5 cm by .1em by .1
cm. The wound had light serous exudate.
Healing was assessed as 80% of the wound.
Interventions included use of a gel cushion in the
wheelchair, multivitamins and protein
supplement.

Monthly orders for January 2015 included a
treatment to be done every shift to the coccyx
pressure ulcer. The treatment consisted of
cleaning the wound with normal saline and
applying Therahoney and a cover dressing.

Observations on 01/26/2015 at 1:13 PM revealed
Resident #79 was sitting in a reclined Geri -chalr.
A pressure reduclion cushion was not observed
under the resident's buttocks in chair.

Interview on 1/28/15 at 3:356 PM with the alde #4
revealed Resident #79 did not have a cushlon in
Geri-chair when she transferred her back to bed.

Interview with nurse #6 on 01/29/2015 at 8:08 AM
revealed she had changed the dressing on the
coccyx on her shift {night shift).

Observations on 01/28/2015 at 11:.06 AM of
wound care provided by nurse #2 revealed the
dressing on Resident's #79 ' s cocoyx was dated
172815 with inftials "MW." Interview with nurse
#2 revealed the Inilials were the treatment nurse's
that had worked on 1/28/15. Murse #2 explained
the wound was a healing stage Ill pressure ulcer
with a red/pink wound bed.

F 314

FORM CME-2567{02-59) Previous Verslons Obsolets Event ID: SEEW11

Faciby |0: 253007 if confinuation sheet Page 32 of 64




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 021372015
FORM APPROVED
OMB NO, 0938-0381

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES (X1} PROVIDER/ISUPPLIERICLIA {¥2) MULTIPLE CONSTRUCTION (%3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDIKG
cC
345116 B. WING 01/30/2016

HAME OF PROVIDER OR SUPPLIER
ERIAN CTR HEALTH & REHAB/SALISBURY

STREET ADDRESS, CITY, STATE, ZIP CODE
§35 STATESVILLE BOULEVARD
SALISBURY, NC 28144

Interview with nurse #7 an 01/29/2015 at 2:53 PM
ravealed she had worked on 3-11 on 1/28/15 and
provided care for Resident #79. Nurse #7
explained she did not do any dressing changes
on her shift. Further interview revealed she had
thought the treatment nurse had done the
freatment to the coccyx. She had seen the
treatment nurse in the facility that day.

The Director of Nursing and Administrator who
had been aware of the resident's wounds were
nat available for interview, The Interim
Administrator and interim DON had no knowledge
about this resident's care.

F 315 | 483.25(d) NO CATHETER, PREVENT UTI,

55=0 | RESTORE BLADDER

Based on the resident’s comprehensive
assessment, the facility must ensure that a
resident who enters the facility without an
indwelling catheter is not catheterized unless the
resident’s clinical condition demonstrates thai
catheterization was necessary, and a resident
who s incontinent of bladder recelves appropriate
treatment and services fo prevent urinary tract
infections and o restore as much nermal bladder
function as possible.

This REQUIREMENT is not met as evidenced
by:

Igased on observations, record reviews and staff
interviews the facility failed to provide physician
ordered irrigations of a supra pubic catheter
(Resident #131) to secure the catheter tubing
{Resident #143) for two of three sampled
residents with indwelling cathelers.
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mnx {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE cmmﬂm
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F a15|  ThisPlan of Correction does not
constitute an admlission or
agreement by the Provider of the
truth of the facts alleged or
conclusions sat forth in this
Statement of Deficlencles. This
Plan of Correction Is prepared
solely because it is required by
state and Federal law.

F 315 NO CATHETER, PREVENT UT],
RESTORE BLADDER

1. Resident number 131 suprapublc
catheter was Irrigated as ordered
2/1/15. Resident number 143 was
providad a leg strap on 1/28/15 to
secure the catheter tubing by the Unit
Manager.

2. All residents indwelling catheters will
be audited to ensure compliance with
securing of the catheter tublng and
flushing of suprapublc as ordered by the
Director of Nursing and Unit Managers
by 2/23/15,

QIQ‘?/;S
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The findings included: 3. The Area Staff Development
- Coordinator will re-educate all nursing
1. Resident #131 was initially admitted to the staff on the care of malntenance of
facility on 5/13/14. The most recent re admission indwelling catheters to include irrgation
was on 1/12/15 with diaghoses including and securing by 2/23/15. The Director
respiratory infection, neurogenic bladder and of r*.ldl;r;itr;g E:ﬂ:_r'r‘:I llih‘;t Hah;l:gtesr :ir;l:.
i i ra resiien
anoxic brain damage. indwelling catheters 3 times a week for
The Minimum Data Set (MDS) dated 11/13/14 4 weeks, weekly for 4 veeks then
; monthly to validate irrigation as ordered
indicated Resident #131 was not able to ;
e . and appropriately secured. Audits will be
participate in an interview, had short and long documented ulilizing the Catheter audit
term memory impairment. The MDS assessed taol.
the resident as requiring extensive to total
assistance from one or two staff for all activilies 4, These measures are to ensure
of daily living. A supra pubic catheter was used mrtggsaflg ?ﬂrl;v";d ‘:;d wstartrrn;d:
for bladder function. resuits of these audits and observations
A care plan dated 5/26/14 for suprapubic catheter g”""g ﬂﬁq""’"w mer': li'm'lﬂ‘llv
use included approaches to anchor the catheter for 3 mnmp' nm-enn quarterly. The QAP
to prevent excessive tension, secure the catheter tearn will evaluate and make further
to facilitate flow of urine, maintain urinary recommendations as Indicated,
drainage bag below the fevel of the bladder,
monitor temperature and vital signs, monitor labs,
nofify physician as needed, and chserve urine
odor, color, clarity and amount.
Review of the monthly orders for January 2015
included irrigation of the catheter with 10 milliliters
{ml} of acelic acid 0.25% irrigation solution every
day.
Review of the Treatment Administration Record
for January revealed the nurses' initials were not
present for this ireatment after re-admisslon from
the hospital on 1/12/15.
Interview with nurse #2 on 1/28/15 at 3:38 PM
indicated the suprapubic catheter was not
Irrigated. Nurse #2 explained she thought it was
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PRN (as needed). Further interview revealed she
didn't know when it had been irrigated last,

Interview wilh nurse #7 on 01/28/2015 at 3:52 PM
indicated the suprapubic irrigations were fo be
done every day. This nurse explained she had
returned form the hospital on 1/13/16. The TAR
was reviewed and the treatment was listed as a
current treatment. Nurse #7 stated she would
check with the unit manager for clarification. She
explained she did not usually work on that hall.
She had worked with Resident #131, when she
was on " her hall prior to discharge to the
hospital.  Further interview revealed the
catheter had to be irrigated or it would "leak " or
become " stopped up. "

2. Resident #143 had diagnoses that included
urinary retention and chronic kidney disease. A
review of the Admission Minimum Data Set
{MDS) dated 10/22/2014 revealed Resident #143
was severely cognitively impaired but did not
have any behaviors or resist care.

Record review revealed the resident was sent out
to the hospital on 01/07/2015 for urinary retention
and returned from the hospital with an indwelling
catheter.

An observation and interview was conducted with
Resldent #143 on 01/28/2014 at 8:10 AM. When
asked if his catheter was secured to his leg, the
resident said, "No. See?" and the resident puiled
back the sheet covering his legs. The catheter
tubing was not secured. Resident #143 indicated
he had never had any kind of strap or band that
would secure the catheter tubing to his leg but
added that he wanted a strap to secure the
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tublng.
During an interview on 01/28/2015 at 4:46 PM,
Unit Coordinator #1 indicated it was facility policy
to have the catheter tubing secured for stability.
At 4:20 PM Unit Coordinator #1 observed the
resident did not have anything securing the
tubing, and at 4:32 PM, Unit Coordinator #1
obtalned and applied a leg strap to secure
Resldent #143's indwelling catheter.
NA #3 was interviewad on 01/29/2015 at 3:47 PM
about securing catheter tubing for Resident #143.
She indicated she frequently cared for this
resident but was not aware he was to have the
tubing secured. NA#3 said, "The strap? - Notto
him, no." and added, "l was not aware he
(Resident #143) had one."
On 1/29/15 at 4:50 PM the Interim Director of
Nursing (DON) stated it was her expectation and
facility policy indicated catheters were to be
secured with a strap o prevent trauma, She
indicated Resident #143 should have a strap or
something that would secure the catheter tubing. P
F 323| 483.25(h) FREE OF ACCIDENT F 323 m-'-i E{T.’éa of Cﬂ;m?ﬂtig ::M not :’;!.]’}_7!!‘5
- an admiss r
s5=p | HAZARDS/SUPERVISION/DEVICES agreement by the Provider of the
The facility must ensure that the resident truth of the facts alleged or
; ] conclusions set forth In this
environment remains as free of accident hazards Statement of Deficiencles, This
as is possible; and each resident receives Pian of Correction Is prepared
adequate supervision and assistance devices to solaly becausa it is required by
prevent accidenis, state and Federal law.
F323 Accldents
1. The Director of Nursing applied the
This REQUIREMENT is not met as evidenced personal alarm to Resident number147
on 1/29/15.
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. page 36 Faz3 2, The nursing team (DON, unit
Based on chservations, record review and staff E&ﬂmﬁ"mﬂﬁ"ﬂr’, f.ﬂrﬁe d;g?: of
interviews the facility failed to implement fall ensure Interventions are in place by
prevention interventions for one of five sampled 2/2715.
residents with falls. (Resident #147)
3. The Area Staff Development will re-
The findings included: educate all nursing staff on fall
prevention and Eppibcaﬂofg F'I;?"
: Interventions to prevent falls
1714114 with diagnases Including diabetus and 2/27/15, Dieckor of Nursing or Uni
g ing diabetes an Managers will randomly observe 5
Stroke. residents three imes a week for 4
o wieeks, weekly for 4 weeks, then
The Minimum Data Set (MDS) dated 11/21/14 monthly for 2 months. Audits will be
indicated Resident #147 had moderate documented on the Fall Intervention
impairment with short and long term memory, Audit Sheets.
required extensive assistance with bed mobility, 4. These measures are o ensure
Lrs:s:‘;rsil f;?;snt:nal hygiene and toileling and was corrections are achieved and sustained:
' The Director of Nursing will report the
The care plan dated 11/16/24 included a problem ot naons
of falls with intervention of a personal alarm to be Process Improvement Meeting Monthly
applied to the hed at all times. An updatad for 3 months then quarterly. The QAPI
intervention for 12/8/14 Included when the team will evaluate and make further
resident was out of her room, for staff to attempt recommendations as indicated,
fo keep the resident in a supervised area,
Record review of the falls investigation report
revealed Resident #147 had experienced three
falls since admission to the facility. The first fall
occurred on 11/16/14 at 7:00 AM when she fell
out of bed. Resident #147 sustained a skin tear
to her arm. Treatment was provided by the
facility for the skin tear. The second fall occurred
on 1277114 at 8:00 PM when she fell out of her
wheelchair while in the dining room, The third fall
occurred on 12/29/14 at B:15 AM when she fell
out of bed onte the mat beside the bed. She
sustained a skin fear that was treated by the
facility.
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Review of the January orders revealed an order
for a personal alarm to be used when in bed and
when in the chalr.

Observations on 1/25/15 at 7:00 PM revealed
Resident #147 was in bed lying on her right side.
The alarm was on the left side of the bed and the
resident was turned towards the right side of the
bed. The alarm had a string attached from the
alarm box with a metal clip on the other end. The
clip was not attached {o the resident.

Observations on 01/29/2015 at 9:14 AM revealed
Resident was in her wheelchair (Broda type) in
her room next to the window. Her room was the
last room down the hall from the nurse ' s desk.
The personal alarm was on the back of the chalr
with the clip not attached to the resident.

Interview on 1/28/14 at 9:45 AM with the aide
(aide #47) who provided care for Resident #147
revealed she knew what care Resident #147
required by using her assignment list. The
assignment list was reviewed with aide # 47
which indicated no information regarding use of
personal alarms. Further interview revealed aide
#47 was not aware the alarm on the chair was
supposed to be clipped to the resident as a fall
intervention,

D1/29/2015 10:02:34 AM interview with the MDS
nurse revealed the personal alarm was for fall
prevention when the resident was up in a chair.
The unit manager was responsible for updating
the assignment sheets. The unit had been
without & unit manager and the assignment sheet
had not been updated.
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F 328} 483.25(k) TREATMENT/CARE FOR SPECIAL F 328 This Plan of Correction does not
ss=p | NEEDS constitute an admission or b4 27 ),;:
agreement by the Provider of the
The facility must ensure that residents receive :ﬁg;’;uﬁg gﬁﬂf?ﬁ,ﬁ;
proper freatment and care for the following Statement of Deficiencies. This
special sarvices: Plan of Correction is prepared
Injections; solely because it is required by
Parenteral and enteral fluids; state and Federal law.
Colostomy, ureterostomy, or lleostomy care;
Tracheal suclioning;
Respiratory care: 1. Resh:jerrt #2143 was seen by
Foot care: and gnl:il gta r'::" -13-15 and recelved
Prostheses, '
2. The Director of Nursing and Unit
) Managers will assess all dlabetic
This REQUIREMENT is not met as evidenced residents’ toenalls for care and podiatry
by: need by 2/27/15. Al diabetic residents
Based on cbservations, record review, and mtﬁﬂl care were ﬂﬁdm by
resident and staff interviews, the facility failed to podiatry as required.
provide podiatry services for 1 of 1 diabetic Podiatrist was In faciliy on 2/20/15.
Irﬁrsi-:rl;:alﬂr';t:i: t{;isaljtliem #143) with a long, jagged 3. Area Staff Development wil re-
Ye - educate all nursing staff on providing
) appropriate toenall care and podiatry
Findings included: referral for diabetic residents as
required. The Director of Nursing or
Resident #143 was admitted to the facility on Unit Manager will conduct random audit
10/15/2014 with diagnoses including diabetes on 5 g'gbeﬂc fﬁfﬂekﬂgs hﬂzﬂﬁﬁ Weﬂak}!
meliitus, anemia, and incomplete tetraplegia Gare J HIMes a WeeK Tor 2 Weeks, weekly
i for 4 weeks, then monthly for 2 months
tetraplegia is defined as paralysis of all four
extramities). peral o eare g ompierice of
A review of the Admission Minimum Data Set © | care anc podialyy care,
Avdits will be documented utilizing the
{MDS) dated 10/22/2014 revealed Resident #143 Toenall CarefPodiatry Consult Audit
was severely cognitively impaired but did not Toal.
have any behaviors or resist care, The MDS
assessment also revealed that Resident #143
had functional limitation in range of motion in an
upper and lower extremity and required extensive
assistance for grooming and hyglene, _
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On 01/26/2016 at 8:08 AM, Resident #143 was 4. These measures are to ensure
ohserved ealing breakfast in bed. Resident #143 corrections are achieved and sustalned:
had a long, uneven toenail an his right great foe The Director of Nursing will report the
that extended approximately 0.5 centimeters results of these audits and cbservations
beyond the tip of the resident’s toe. The toenail during the Quality Assessment and
was thickened and discolored and appeared to Process Improvement meeting

P . quarteriy. The QAPI team will evaluate
have a fungal infection, and make further reco one 2

An observation made on 01/28/2014 at 8:10 AM ncicated.
revealed that Resident #143 had a long, uneven,
mycotic {fungal infection) toenail on his right great
toe that extended approximately 0.5 cenfimeters
beyond the tip of the resident’s toe. The resident
was in bed and had finished his breakfast but had
not yet had assistance getting dressed. During
an Interview at that time, the resident stated he
was unable to clip that toenail because he was
paralyzed on his right side. On 01/28/2015 at 8:35
AM, Nursing Assistant #53 entered the room to
provide care,

Avreview of Resident #143's clinical record
revealed no referral for podiatry services, and no
podiatry consult record.

In a second interview with Resident #143 on
01/28/2014 at 4:22 PM, he stated he could not
remember the last time he had his toenails
trimmed on the right foot, but that he was able fo
reach and clip the toenails of his left foot,

During an observation and interview on
01/28/2015 at 4:32 PM, the Nurse Unit
Coordinatar (UC) removed Resident #143's shoe
and sock. The UC indicated the right great toenail
extended approximately 1 inch from the base of
the nailbed, The UC said because the nails were
mycotic, the resident would have to see a
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podiatrist to have the nails cut.

MA#21 was interviewed on 01/28/20156 at 3:45
PM about Resident #143's nail care. The NA
said, "The nursing assistant who has him should
report it o the nurse. | don't have him much so |
have not reported it." The NA indicated the nurses
were responsible for cutting nails for residents
with diabetes and that NAs were responsible for
reporting a nail care need fo the nurses.

NA #16 was interviewed on 01/29/2015 at 3:47
PM about nail care. The NA indicated she usually
provided care for Resident #143. The NA said,
"Yes | usually take care of him, | wasn't aware he
had long nails." She also indicated she had not
reported to any nurse that Resident #143 had a
long toenall,

During an interview on 01/29/2015 at 4:17 PM the
Unit Coordinator sald she had put Resldent #143
on the Podiatry list and he would be seenin
February. Nurse #2 provided a measurement of
the toenall she had taken on 01/28/2015. The
nurse said Resident #143's toenail was 2
centimeters {cm) long but that the nail had been
filed down approximately 2em by somecne on the
evening of 01/28/2015. She stated it still extended
approximately 0.3 cm beyond the tip of the toe.

On 1/29M15 al 4:50 PM the Interim Director of
Nursing (DON) stated it was her expectation that
the NAs look at nails during daily baths or
showers, The Interim DON added that nurses
were to cut the nails of diabetic residents, but the
podiatrist was responsible for cutting mycotic
toenails because they split and cracked easily.
483.25()) DRUG REGIMEN IS FREE FROM

F 328

F 329

R

o?lc??ﬂs ‘
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This Plan of Correction does not
F 329 Continued From page 41 F329| constitute al? af‘mi:smﬁzr fth
- agreement by the Pr r of the
55=D| UNNECESSARY DRUGS truth of the facts alleged or
. . conclusions set forth in this
Each resident's drug regimen must be free from Statement of Deficiencies. This
unnecessary drugs. An unnecessary drug Is any Plan of Correction s prepared
drug when used in excessive dose (Including solely because it Is required by
duplicate therapy); or for excessive duration; or state and Federal law,
without adequate monitoring; or without adequate ,
indications for its use; or in the presence of F329 Unnecessary Medications
adverse consequences which indicate the dose .
should be reduced or discontinued; or any ;: P‘““E'EL:“ Jﬁfﬂﬁ'ﬁpmm -
combinations of the reasons above, Lexapro was removed from medication
administration record on 1-26-15.
Based on a comprehensive assessment of a Resident #138 was discharged on 1-1-
resldent, the facility must ensure that residents i5.
who have not used antipsychotic drugs are not 2, Al residents have the potential to be
given these drugs unless antipsychotic drug affected by alleged deficlent practice.
therapy is necessary lo treat a specific condition Al %ﬁcﬂﬂf‘ﬁ: f:!fgﬂ?;iﬁm
as diagnosed and documented in the clinical rece g -
X . . reviewed for accuracy and appropriate
record; and residents who use antipsychotic transcription, The pharmacist has
drugs receive gradual dose reductions, and completed and reviewed al residents
behavioral interventions, unless clinically and medication regimen on 2-12-15.
confraindicated, in an effort to discontinue these 3, The Area Staff Development will re-
drugs. educate the licensed nursing staff
regarding medication management
techniques including transcribing orders,
administration of medication and
documentation of madication
administration by 2-27-15. All MD
orders will be reviewed three times a
This REQUIREMENT Is not met as evidenced week in morning meeting to ensure
by: accurate and complete and validate by
Based on record reviews and staff interviews the reviewlng the medication or ireatment
facility falled to administer medications as record. Pharmacy will review monthly all
ordered by a physictan for 2 of 5 sampled residents and medication regimen and
residents. Resident #138 recelved doses of pain recommendations to MD and nursing ?[IS
medication two times the amount ordered and needed. The Director of Pharmacist wi
i i re-educate the pharmacist on
Resident #56 received an antidepressant after it Latano & drops by 2-27-15
was discontinued. The facllity falled to administer prost ey '
eye drops according to manufacturer’ s
recommendation for one of one sampled
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Confinued From page 42
resldents. (Resldent #27.)

The Findings Included:

1. Resident #138 was admilted to the facility on
712314 with a diagnosis that included
osteomyelilis, convulsions, pressure ulcer of the
lower back, arterial fibrillation, encephalopathy,
and acute kidney failure. The Minimum Data Set
{MDS) Assessment dated 7/30/14 indicated
Resident #138 required extensive assistance
from staff to complete activities of dally living
{ADL's). The MDS further revealed Resident
#138 was cognitively intact.

Review of Resident #138 physician order dated
8M1/14 indicated, " Start Morphine Immediate
Release (IR) .5 milligrams (mg) by mouth every 6
hours routine if not sedated/asleep. "

Review of Medication Variance report dated
8/13/14 revealed Resident #1358 revealed on
8/12/14 Resident #138 received the wrong
dosage for Morphine. The report indicated the
arror was a transcription error. The report
indicated Resfdent #138 was intended to receive
Morphine IR 5 mg every 6 hours (unless sedated)
for wound pain. The medication actually
administered fo Resident #138 was Morphine IR
15 mg by mouth at a frequency of every 6 hours,

Review of Medication Variance report dated
8712113 revealed Resident #138 received the
wrong dose on 8/11/14 at 1800 hours. The error
type included wrong dose and wrong strength.
The report further indicated the error was a
transcription error. The report stated Resident
#138 was intended to receive Morphine IR Smg
every 6 hours routinely by mouth for wound pain.

F 329

4} These measures are to ensurg
corrections are achleved and sustained:
The Director of Nursing will report the
results of chservations and pharmacy
reviews during the Quality Assessment
and Process Improvement megting for 3
months then quarterly. The QAPT team
will evatuate and make further
recommendations as Indicated
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The medication actually administered to Resident
#138 was Morphine IR. 15 mg.

Interview with Nurse #4 on 1/28/15 at 3:45 pm
revealed she had idenlified & medication error for
Resident #138 on 8M2/M4 in which the resident
had received 2 doses of morphine at the incorrect
dose. Murse #138 stated that the medication
administration record (MAR) indicated Resident
#138 had received 2 doses of Morphine 15 mg.
Murse #4 stated that the order written 8/11/14
indicated Resident #138 was to receive Morphine
5mg. As a result of the error Nurse #4 stated that
she had contacted the physician to nofify him of
the error and notified the unit manager,

Interview with Nurse #5 on 1/30/15 at 12:45 pm
revealed she had administered Resident #138
morphine 15mg on 812714, Nurse #5 stated that
she became aware of the error when her unit
manager netified her that a medication error had
occurred because Resident #138 was intended
Morphine & mg, Nurse #5 indicated that she had
observed that Morphine 15 mg had been
administered during the previous shift as
evidenced by the medicafion being punched out.
She stated that she did not pay attention that the
order was supposed to be for .5 mg and not for
the 15 mg. Nurse #5 stated that she did not
match the medication with the order to ensure it
was administered as ordered

Interview with Nurse #3 on 1/30/15 at 10:39 am
revealed she recalled administering Resident
#138 Marphine 15mg on 8/M12/14. Nurse #3 stated
that the medication error was brought to her
attention by the Unit Manager. Nurse #3 stated
that she did not look at the order to match with
the medication.

F 329
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Interview with the Corporate Director of Nursing
(DON} on 10/30/15 at 12:10 pm revealed that the
facility pharmacy had sent the wrong dose and
drug form. The DON further revealed it was her
expectalion that facility nurses incorporate the 5
rights when administering medications to
residents. The corporate DON indicated that the
five rights included; the right dose, the right route,
the right resident, right time, and right medication.
The Corporate DON further indicated when the
error was identified the facility documented the
error on the appropriate medication error form,

2. Resident #27 was admitted fo the facility on
124114 from the hospital with perfinent diagnosis
of glaucoma.

As per the Minimum Data Set conducted on
12/4/14, Resident #27 was noted as having
severely impaired cognitive skills and moderately
impaired vision,

Hospital discharge instructions recommended
Travoprost {Travatan Z) 0.004% Instill 1 drop both
eyes twice dally. However, at the facility on
12/20M1 4, the medication was substituted to
Latanoprost (Xalatan) 0.005% Instill 1 drop in
both eyes twice dally.

The prescribing information was researched on
the Xalatan website on 1/28/15. It clearly stated
"The dosage of Xalatan should not exceed once
daily...It has been shown that administration of
these prostaglandin drug products more than
once daily may decrease the infra-ocular

F 329
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Continued From page 45
pressure (I0F) lowering effect or cause
paradoxical elevations in IOP."

MNurse #1 was interviewed at 12:53 PM on 1/28/15
about the frequency of the Xalatan administration,
She stated that she administered 1 drop in both
eyes twice daily as ordered, and was not aware
that Xalatan was supposed to be given only once
daily.

The facility physician was interviewed by phone
on 1/28/15 at 12:55 PM. He stated that “Perhaps
the ophthalmologist wanted it that way but | am
not at the facility right now and so | cannot say ...
In general practice this medication is not given
twice daily. |do monthly reviews of the medical
charts so | would have made a referral for an
ophthalmaology consult when | got around to it, but
glaucoma hag been pretty low on (Resident
#27's) priority list."

The physiclan's assistant later arrived at the
facility and was interviewed at 1:51 PM on
1/28/15. She stated that "If they (residents)
came in on medications that may have originated
from a specialty physician then we generally don't
change those medications; we assume that they
are on it for a reason, | will address it now ...."

The Regional Director of Clinical Services was
interviewed on 1/28/15 at 2:30 PM. When
addressing the medication frequency issue for
Resident #2786, she siated that "] would expect
the medical team fo assess all medications that a
rasident is admitted with, regardless of whether
the medications were prescribed by a specialist.”

Unit Coordinator #2 provided updated information
on 1/30/15 at 3:00 PM that the ophthalmologist
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had been consulted and provided orders to
change to Xalatan 0.005% Instill 1 drop both eyes
daily.

3. Resident #56 was admitted to the facility on
11/14/12 with diagnosis of depression.

The December monthly orders included
administration of Lexapro (anti depressant) 5
milligrams to be given once a day.

Review of a telephone order dated 12M17/14
revealad Lexapro was to be discontinued.

The December Medication Administration Record
{MAR} included the order to discontinue the
Lexapro on 1274, The medication was not
administered after 121714,

Review of the January monthly orders included
the hand written order for Lexapro 5 milligrams
orally every day for anxiety. The Lexapro had not
been included on the pharmacy print cut of the
orders.

Review of the MAR for January revealed Lexapro
was added to page 6 of the medication sheet.
The medicatlon had been administered every
day.

Interview with nurse #1 on 01/28/2015 at 1:25 PM
revealed she was not sure how it (Lexapro) was
missed. She explainad end of the month
medicationforder checks had been completed,
The checks would ba done by the unit manager
and/for ihe Director of Mursing.

The current unit manager and Director of Nursing
were not working when the December {o January

F 328
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The facility must -

{1) Procure food from sources approved or
considered satisfactory by Federal, State or local
auihorities; and

(2} Store, prepare, distribute and serve food
under sanitary conditions

This REQUIREMENT is not met as evidenced

Based on cheervalion and staff interview, the
facility failed to be sure food preparation
equipment was free of debris for 14 of 14 large
baking sheet pans,

Findings included:

During review of the kitchen on 01/26/2015 at
4:42 PM, 3 large sheet pans were observed by
the sanitizing sink area. The Dietary Manager
indicated the sheet pans had been cleaned and
were drying before belng stored on racks. A soft
brown, sticky substance was observed under the
rim of each pan. The debris was approximately
0.2 to 0.4 centimeters deep all the way around
the underside of the rim of the baking sheet pans.

On 01/28/2015 at 4:35 PM the Kitchen was
reviewed with the District Dietary Manager. The
large baking sheet pans were stacked upside
down on a rack and ready for use. Examination
revealed the 14 food frays all had the brown/black
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medication orders had been checked.
. This Plan of Correction does not
55=E | STORE/PREPARE/SERVE - SANITARY agreement by the Provider of the -

truth of the facts alleged or
conclusions set forth in this
Statement of Deficiencles. This
Plan of Correction [s prepared
solely because it Is required by
state and Federal law.

F371 FOOD PROCURE,
STORE/PREPARE/SERVE-
SANITARY

13 On 1-29-15 the district dietery manager
removed all identified baking sheet pans
from the kitchen and deep cleaned.

23 All residents heve the potential of being
affected by this alleged deficient practice
related W cleaning of food preparation

equipment,

3} The Dielary Manager will re-educate all
dietary staff on proper pot and pan washing
procedures by 2-27-15, All baking sheet
pans will be placed on a weckly cleaning
schedule, The Dietary Manager will monitor
cleaning by chservation of pans theee fimes
aweek for 2 weeks, weekly for 4 weeks and
thizn monihly for 3 months. The results of
the observations will be recorded on the
sanitation rounds and andit toal.

4) These measures are 1o ensire corrections
are achieved and sustained: The Dietery
Mantager will report the results of these
audits during the Qualily Assessment and
Process Improvement meeting monthly for 3
months then quastery. The QAPT team will
evaluate and make further recommendations

as indicated.
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The facility must provide routine and emergency
drugs and bioclegicals to its residents, or obiain
them under an agreement described in
§483.75(h) of this part. The facility may permit
unlicensed personnel to administer drugs if State
law permits, but enly under the general
supervision of a licensed nurse.

A facility must provide pharmaceutical services
(including procedures that assure the accurate
acquiring, receiving, dispensing, and
administering of all drugs and biologicals) to meet
the needs of each resident.

The facility must employ or obtain the services of
a licensed pharmacist who provides consultation
on all aspects of the provision of pharmacy
services in the facllity.

This REQUIREMENT is not met as evidenced
by:

Based on record review staff and pharmacy
interview the pharmacy falled to provide the
correct dose for medication sent for
administration for 1 of 6 residents (Resident
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substance under the tray ' s rim. The substance
was hard in some areas and soft in other areas
and extended all the way around the underside of
the rim of the baking sheet pans. The District
Dietary Manager indicated he expected the trays
to be clean to prevent contamination during food
preparation when handling the trays. ::Liﬁﬂ';::ﬂﬁii‘;:::ﬁ‘ not 2
F 425 | 483.60(a),(b) PHARMACEUTICAL SVC - F 425 vider of the {3’?}1‘5’
s5=D | ACCURATE PROCEDURES, RFH agreemment by Hhe Foy

truth of the facts alleged or
conclusions set forth in this
Statement of Deficiencies. This
Plan of Correction is prepared
solely because It is required by
state and Federal law.

F 425 PHARMACEUTICAL ACCURATE
PROCEDURES, RPH

1. Resident’s # 138 was discharged from
the facility on 1-1-15.

2. Al residents’ medication
administration records with morphine
have been audited to ensure correct
dose present.

3, The Area Staff Development will re-
educate all licensed nurses and Certified
Medication Aldes on medication
administration and the five rights of
medication administration by 2-27-15.
The Directar of Nursing and or Unit
Managers will complete audit of 3
random residents who receive morphine
to ensure commect dose present 3 fimes a
waek for bwo weeks, weekly for four
weeks then monthly for two months.
The pharmacy will randomiy select 3
residents to monitor new orders twice
weekly for four weeks and then 2
residents once a week for two weeks to
ensure correct medication transcribad
and dispensed, Pharmacy will send audit

results via emall for facility to review.
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#138) according to physician order.

The Findings included:

Resident #138 was admilled to the facility on
7123114 with a diagnosis that included
osteomyelitis, convulsions, pressure ulcer of the
lower back, arterial fibrillation, encephalopathy,
and acute kidney failure. The Minimum Data Set
(MDS) Assessment dated 7/30/14 indicated
Resident #138 required exlensive assistance
from staff to complete activities of daily living
{ADL's). The MDS furiher revealed Resident
#138 was cognitively infact,

Review of Resident #138 physician order dated
81114 indicated, " Start Morphine Immediate
Release {IR} .5 milligrams (mg) by mouth every 6
hours routine if not sedated/aslesp. "

Review of Medication Variance report dated
8/13/14 revealed Resident #138 revealed on
8/12/14 Resident #138 received the wrong
dosage for Morphine. The report indicated the
error was a transcription error, The report
indicated Resident #138 was intended fo receive
Morphine IR 6 mg every 6 hours {unless sedated)
for wound pain, The medication actually
administered to Resident #138 was Morphine IR
15 mg by mouth at a frequency of every 6 hours.

Interview with the Corporate Director of Nursing
(DON) on 10/30/15 at 12:10pm revealed that the
facility pharmacy had sent the wrong dose of
Morphine.

Interview with the facllities pharmacy on 1/3015
at 12:20pm revealed orders were received by the
facility via fax. The pharmacy representative

F 425

4, These measures are to cnsure
corrections are achieved and sustained;
The Director of Nursing will report (he
resulls of morphine audits during the
Quality Assessment and Process
Improvement meefing for 3 months then
guarterly, The QAPI team will evaluate
and make further recommendations as
indicated,
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indicated that the pharmacy had received an
order that indicated resident #1386 was to receive
5 mg of Morphine by mouth every 6 hours routine
and monitor for sedation. The representative
stated that the pharmacy sent the wrong dose to
the facility of morphine 15mg. Pharmacy
indicated that probably an import error had
cccurred while putting the order in the system
F 428 | 483.60({c) DRUG REGIMEN REVIEW, REPORT F 428 Q g
s5=p| IRREGULAR, ACT ON This Plan of Carrectlon does not 1 ,L
' constitute an admission or
The drug regimen of each resident must be agreement by the Provider of the
truth of the facts alleged or
reviewed at least once a month by a licensed conclusions sat forth in this
pharmacist. Statement of Deficiencies. This
Plan of Correction is prepared
The pharmacist must report any irregularities to solely because it is required by
the attending physician, and the director of state and Federal law,
ing, d upon.
nursing, and these reports must be acted upo P428 Drug Regimen Review, Report
Irregular
LCorrective action has been
accomplished for the alleged deficlent
practice involving Resident #27,
Latanoprost eye drops were discontinued
This REQUIREMENT is not met as evidenced on 2-11-15,
by:
" : . 2.A0 restdents who recelve Latanoprost
Ba_s_ed on record m?mws and staff interview, the eye drops have the potential (o be affected
facility failed to identify and resolve a drug by alleged deficlent practice, The Director
irregularity for 1 of 5 sampled residents reviewed of Nursing and Unit Managers will audit
for unnecessary medications resulting in the alt residents who receive Latanoprost eye
continued administration of an eye medication dvops by 2-27-15 to ensure receiving
(Resident #27), Findings included: proper dosage.
Resident #27 was admitted to the facility on
12/4/14 from the hospital with pertinent diagnosis
of glaucoma,
As per the Minimum Data Set conducted on
12/4/14, Resident #27 was noted as having
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severaly impaired cognitive skills and moderately
impaired vision,

Hospital discharge instructions recommended
Travoprost (Travatan Z) 0.004% Insfill 1 drop both
eyes twice dally. However, at the facility on
12/20/14, the medication was substituted to
Latanoprost (Xalatan) 0.005% Instill 1 drop in
both eyes twice daily.

The preseribing information was researched on
the Latanoprost website on 1/28/15. It clearly
stated "The dosage of Xalatan should not exceed
once daily...It has been shown that administration
of these prostaglandin drug preducts more than
once dally may decrease the intra-ocular
pressure (IOF) lowering effect or cause
paradoxical elevations in 1OP,"

The pharmacist conducted a drug regimen review
for Resident #27 on 1/2/15, with "No concerns”
documented on the pharmacy consult sheet.

The pharmacist was interviewed by phone on
1/29/15 at 9:04 AM. He indicated that he was
driving and was not sure if he conducted the chart
review for Resident # 27 or if the prior pharmacist
had done the chart review. He stated that "l
believe you use Xalatan 2-3 times per day
depending on the resident’s medical variances. If
I see an issue | leave a note for the physician. |
do not recall any medication issues with

(Resident #27's) medicalions.”

The Reglonal Director of Clinical Services was
interviewed on 1/28M5 at 2:30 PM. Regarding
the frequency administration error for Resident
#27, she stated "l would expect the pharmacist
to catch these types of administration issues

3.The Area Staff Development will re-
educate all licensed nurses and cerfified
medication aides on Latanoprost eye
drops recommended dosage by 2-27-15.
Al MD orders will be reviewed three
{imes a week in morning meeting fo
ensure accurate and follow-up complete.
Pharmacy will review monthiy &l
residents and medication regimen and
recommendations to MB and nursing as
needed, Director of Nursing will ensure
recommendations follow-up completed.
‘The Director of Pharmacy will re-educate
the pharmacist on Latanoprost eye drops
by 2-27-15, ‘

4, These measures are Lo ensure
corrections are achieved and sustained:
‘The Director of Nursing will report the
results of order veviews and pharmacy
reviews during the Quality Assessment
and Process Improvenient meeding for 3
months then quarterly. The QAP team
will evaluate and make further
recommendations as indicated.
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The facility must establish and maintain an
Infection Control Program designed to provide a
safe, sanitary and comfortable environment and
to help prevent the development and fransmisgion
of disease and infection,

(&) Infection Control Program

The facility must establish an Infection Control
Program under which it -

(1} Investigates, controls, and prevents infections
in the facllity;

(2) Decides what procedures, such as isolation,
should be applied to an individual resident; and
{(3) Mainlains a record of incidents and corrective
actions related to infections.

(b} Preventing Spread of Infection

{1) When the Infection Control Program
determines that a resident needs isolation to
prevent the spread of infection, the facility must
isolate the resident.

(2) The facility must prohibit employees with a
communicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will transmit the disease.

(3} The facility must require staff o wash their

conclusions set forth in this
Statement of Deficlencles, This
Plan of Correction Is prepared
solely because it Is required by
state and Federal law.

F 441 Cleaning of Glucometers

1. No adverse outcome was noted on
Resldents # 109, #6, #68, and #136,

2, Nurses' # 1 and # 5 was in-serviced
related to cleaning of glucometers for
resident safety.

3, Area Stall Development will re-edueate
all licensed nurses on the eleaning and
disinfection of glueometers by

2727115, Cleaning and disinfection
glucometer checklist were conducted by
the Director of Nurslng, unit managers
and Area Stall Development on all
ticensed nurses by 2/27/15. The cleaning
and disinfection glucometer checklist will
be conducted 2 times a week for 4 weeks,
weekly for 4 weeks and monihly for 2 to
ensure ongoing compliance, Andits will be
documented on the Cleaning and
Disinfection Glucometer Checklist sheet.
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when they do their monthly chart reviews and
look up dosages and frequencles that they are
not sure of,"
Unit Coordinator #2 provided updated information
on 1/30/15 at 3:00 PM that the ophthalmologist
had been consulted and provided orders to
change to Xalatan 0.005% Instill 1 drop both eyes
daily. ~
F 441 | 483,65 INFECTION CONTROL, PREVENT F 441  This Plan of Correction does not g/gr;:/,i 5
55=k | SPREAD, LINENS constitute an admission or
agreement by the Provider of the
truth of the facts alleged or
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hands after each direct resident contact for which 4, These measures are (o ensure
hieved and sustained:
hand washing Is Indicated by accepted e or of Nureing will report the
professional practice. results of the medication administration
ohservations and pharmacy reviews
() Linens durlng the Quality Assessment and
Personnel must handle, store, process and Process Improvement ﬂlf;““g;;ﬁ“m
transport linens so as to prevent the spread of months then quarterly. The
infecti will evaluate and make further
inrection, recomniendations as indicated,
This REQUIREMENT is not met as evidenced
Based on cbservations and staff interview, the
facility failed to properly sanitize glucometers
between uses on 4 of 4 residents observed for
glucometer checks (Residents # 109, 6, 68, and
136). Findings included:
Nurse #5 was observed for medication
administration on 1/25/16 at 4:15 PM. The
medication cart used by Nurse #1 contained 2
glucometers, which will be referred {o as
glucometer A and glucometer B,
The facllity's policy for cleaning glucometers
between resident uses indicated that a germicidal
agent be used between uses and then [eft in full
contact of the glucometer for several minutes.
1. Murse #5 was observed ulilizing glucometer A
at 4:20 PM on 1/25/15 to check the blood sugar
for Resident #109. After utilizing glucometer A,
Murse #5 wiped glucometer A with an Epi-Clenz
hand sanitizing wipe. She then used another
Epi-Clenz wipe to wrap glucometer A before
laying it on the medication cart.
The Epi-Clenz wipes were found to contain 85%
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ethyl alcohol only; the wipes did not contain any
germicidal agent. The uses labeled on the
container stated "Instant hand sanitizer and
antiseplic - for hand washing to decrease bacteria
on the skin between patients, before and after
eafing, or using the rest room."

Nurse #5 was interviewed at 5:15 PM on 1/25M5
about the use of the wipes. She stated "l have
bleach wipes in my cart as well, but | thought the
bleach wipes were for cleaning the cars.”

Murse #1 was also inferviewed at 5:20 PM on
1/256/15 about the use of the wipes. She stated "I
believe we are supposed to use either the bleach
wipes or the Epi-Clenz hand sanitizing wipes. We
just got {he bleach wipes about & menths ago,
before that we had been using the hand sanitizer
wipes to clean the glucometers.”

The Regional Director of Clinical Services was
interviewed on 1/29/15 at 3:20 PM. She stated
"Our policy states to use germicidal wipes. The
expectation is that the germicidal wipes be used
to clean any resident care equipment before,
after, and in between uses."

2, Nurse #5 was observed utilizing glucometer B
at 4:25 PM on 1/26/15 to check the blood sugar
for Resident #8, After utilizing glucometer B,
Nurse #5 wiped glucometer B with an Epi-Clenz
hand sanitizing wips. She then used another
Epi-Clenz wipe to wrap glucometer B before
laying it on the medication cart.

The Epi-Clenz wipes were found to contain 85%
ethyl alcohol only; the wipes did not contain any
germicidal agent. The uses labeled on the
container stated “Instant hand sanitizer and

F 441
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antiseptic - for hand washing to decrease bacteria
on the skin between patients, before and after
eating, or using the rest recom."

Nurse #5 was interviewed at 5:15 PM on 1/26/15
about the use of the wipes, She staled "l have
bleach wipes in my cart as well, but | thought the
bleach wipes were for cleaning the caris."

Murse #1 was also interviewed at 5:20 PM on
1/25/15 about the use of the wipes, She stated "I
beligve we are supposed to use either the bleach
wipes or the Epi-Clenz hand sanitizing wipes. We
just got the bleach wipes about 6 months ago,
before that we had been using the hand sanitizer
wipes to clean the glucometers."

The Regional Director of Clinical Services was
Interviewed on 1/28/15 at 3:20 PM. She stated
"Our policy states to use germicidal wipes. The
expectalion is that the germicidal wipes be used
to clean any resident care equipment before,
after, and in between uses."

3. Nurse #5 was observed utilizing glucometer A
at 4:30 PM en 1/25/15 to check the blood sugar
for Resident #68. After utfizing glucometer A,
Murse #5 wiped glucometer A with an Epi-Clenz
hand sanitizing wipe. She then used another
Epi-Clenz wipe {o wrap glucometer A before
laying it on the medication cart,

The Epi-Clenz wipes were found to contain 65%
ethyl alcohol only; the wipes did not contain any
germicidal agent. The uses labeled on the
container stated “Instant hand sanitizer and
antiseptic - for hand washing to decrease bacteria
on the skin between patients, before and after
ealing, or using the rest room."

F 441

FORM CM5-2567(02-99) Previous Versions Obsclele Ewent HD: 68EWT1

Faility |0; $53007 If continuation sheet Page 56 of 64



PRINTED: 0211372015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES 1) PROVIDER/SSUPPLIER/CLIA (X2) MULTHPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
c
34514156 B, WiNG 01/30/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
636 STATESVILLE BOULEVARD
BRIAN CTR HEALTH & REHAB/SALISBURY SALISBURY, NC 28144
(4) 10 SUMMARY STATEMENT OF DEFICIENCIES ] PROVIDER'S FLAN OF CORRECTION 5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL BREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGCY)
F 441 Continued From page 56 F 441

MNurse #5 was interviewed at 5:15 PM on 1/25M5&
about the use of the wipes. She stated "l have
bleach wipes In my cart as well, but | thought the
bleach wipes were for cleaning the caris."

Murse #1 was also interviewed at 5:20 PM on
1/25/15 about the use of the wipes. She stated "|
believe we are supposed to use either the bleach
wipes or the Epi-Clenz hand sanitizing wipes. We
Just got the bleach wipes about 6 months ago,
hefore that we had been using the hand sanitizer
wipes to clean the glucomelers.”

The Reglonal Director of Clinical Services was
interviewed on 1/29/15 at 3:20 PM. She stated
"Cur policy states to use germicidal wipes. The
expectation is that the germlicidal wipes be used
to clean any resident care equipment before,
after, and in between uses."

4. Nurse #5 was observed wlilizing glucometer B
at 4:40 PM on 1/25/15 to check the blood sugar
for Resldent #136. After ulilizing glucometer B,
Nurse #5 wiped glucometer B with an Epi-Clenz
hand saniizing wipe. She then used another
Epi-Clenz wipe to wrap glucometer B before
laying it on the medication cart,

The Epi-Clenz wipes were found to contain 65%
ethyl alcohol only; the wipes did not contain any
germicidal agent. The uses labeled on the
container stated “Instant hand sanitizer and
antiseptic - for hand washing to decrease bacteria
on the skin between patients, before and after
eating, or using the rest room,”

Murse #5 was interviewed at 5:15 PM on 1/25/15
about the use of the wipes. She stated "] have
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bleach wipes in my cart as well, but | thought the
bleach wipes were for cleaning the carts."
Murse #1 was also interviewed at 5:20 PM on
1/25/15 about the use of the wipes. She stated "l
believe we are supposed to use either the bleach
wipes or the Epl-Clenz hand sanitizing wipes. We
just got the bleach wipss about 6 months ago,
before that we had been using the hand sanitizer
wipes fo clean the glucometers.”
The Regional Director of Clinical Services was
interviewed on 1/29/15 at 3:20 PM, She stated
"Our policy states to use germicidal wipes. The
expectation is that the germicidal wipes be used
to clean any resident care equipment before,
after, and in betwaen uses.”
F 463 | 483.70(f) RESIDENT CALL SYSTEM - F 463 o? l / -~
This Plan of Correction does not ]S
§8=E | ROOMS/TOILET/BATH constitute an admission or
. agreement by the Provider of the
The nurses' station must be equipped to receive truth of the facts alleged or
resident calls through a communication system conclusions set forth In this
from resident rooms; and tollet and bathing Statement of Deficiencies. This
facilities, Plan of Correction Is prepared
solely because it is required by
state and Federal law.
Th_Is REQUIREMENT is not met as evidenced F 463 RESIDENT CALL SYSTEM-
: OILET/BATH
Based on observations, record reviews, and staff ROOMS/T fBAT
and resident interviews the facility failed to 1,No adverse outcome was noted in
maintain a properly working call bell system for resldent rooms 302, 304, 306, 307,
22 of 28 room bathrooms on the 300 hall, also 308, 308, 310, 311, 314, 315, 322,
known as the locked dementia unit (Resident 323, 325, 326, 327, 328, 329, 330,
rooms #302, 304, 306, 307, 308, 309, 310, 311, 331, 332, and 334,
312, 314, 315, 322, 323, 325, 326, 327, 328, 329,
i . 2, All residents’ rooms, bathrooms
330, 331, 332, and 334). Findings Included: shower rooms ware m;dltadito !
riate functioning of
During the initial tour on 1/25/15 at 3:00 PM, call all Call-bul Systems on 1-26-15.

FORK CMS-2567(02-98) Previous Verslions Obsolele Event [D:SBEW 1

Faciity |D: $53007 If continuation sheet Page 58 of 64



PRINTED: 021372015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFICIENCIES (%1} PROVIDERISUPPLIER/CLIA (%2} MULTIPLE CONSTRUCTION (¥3) DATE SURVEY
AND PLAM OF CORRECTION TDENTIFICATION HUMBER: A BUILDING COMPLETED
C
345116 B. WING 01/30/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
635 STATESVILLE BOULEVARD
BRIAN CTR HEALTH & REHARISALISBURY SALISBURY, NG 28144
{¥4) 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING MFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 463 | Continued From page 58 F 463

bells in the 300 hall room bathrooms were found
io either not light up outside of the rooms andfor
were found to ring very lightly at the nurses
station. Room #302, 304, 308, 307, 308, 308,
310, 311, 312, 314, 315, 322, 323, 325, 326, 327,
328, 328, 330, 331, 332, and 334 door lights did
not work consistently, and rooms 308, 310, 322,
and 328 did not sound at the nurses station
consistently when the bathroom call bell was
activated. The sound made at the nurses' siation
from call bell activation in rooms #302, 304, 307,
308, 309, 311, 312, 314, 315, 323, 325, 328, 327,
329, 330, 331, 332, and 334 began as a loud and
slrong ene but faded to a very faint sound within a
few seconds.

Medication Aide #1 was interviewed at 4:00 PM
on 1/26/15. She indicated that she had been
working at the facility for the past two months.
Regarding the call bells she stated that "Thatis
just how the bells are, so we don't really rely on
the bathroom bells; we just make rounds
constantly and go to those who need help, Since
this is the locked unit we assist all of those
residents to the bathroom If they are able to use
the bathroom; the majority of our residents do not
use the bathroom." She was not able to state for
how long the call bells had not been working
propetly,

The resident residing in room 334 stated "We
normally stick our heads out (of the room door)
and holier for help," He did not indicate for how
long he had needed to yell for assistance.

The Maintenance Supervisor was interviewad at
4:17 PM on 1/26/15. He described his process
for checking call bells. He stated "l choose 5
rooms on each hall to check. For these rooms |

3. The Area Staff Development will
re-aducate all staff on the facilities
rasident call system/ failure and
preventive maintenance program
policy by 2-27-15. Call light audits
were conducted by the
Maintenance Director and
Administrator to ensure ongoing
compliance with the resident call
systems, All residents room
Identified to not ba functioning
appropriately have been replaced
and or repaired. Five random rooms
will be audited by the Maintenance
Director or Administrator three
times a week for 2 weeks, weekly
for 4, then monthly for 2 months to
ensura ongoing compliance, Audits
will be documented utilizing the
call light audit farm.

4, Thase measures are to ensure
correctlons are achleved and
sustained: The Maintenance
Director will report the results of
the Call [Ight audit form durlng the
Quality Assessment and Process
Improvement meeting for 3
months then quarterly. The QAPI
team will evaluate and make
further recommendations as
indicated,
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check both the bedside and bathroom call bells. |
check & rooms from the beginning of the hail
during the beginning of the month, then & rooms
In the middle of the hallway during the middle of
the month, and then 5 rooms at the end of the
hallway during the end of the month. That way |
have covered just about every room on each
hallway each month, | don't write down which
rooms | have checked because | didn't know that
I had to do that, The way | check is that | push
the button, step out to listen for the ring and
check for the deor light. | have not known of any
widespread problem with the call bell system nor
has anyone reporied any call bell issues to me."

Documentation of this process was provided and
indicated that the last time call bells on the 300
hall were checked was 1/22/15 with a side note
indicating that call bells were “All working good."
Prior to this date, the 300 hall call bells were
checked on 1/15/15 with a note indicating "All
was good."

The call bell issue was demonstrated to the
Maintenance Supervisor, the Administrator, and
the Reglonal Director of Clinical Services on
1/26M5 at 4:45 PM. They all agreed that the call
bell system sounded like a “dying battery". The
Malntenance Supervisor stated "The light and
noise pattern of the bathroom call bells should not
fade In and out like It is doing rght now." The
Maintenance Supervisor, the Adminisirator, and
the Regional Director of Clinical Services
chacked each bathroom call bells on the 300 hall
and agreed that the bells were not lighting up and
sounding consistently.

The Adminisfrator was interviewed at 4:53 PM on
1/26/14. She stated "l didn't know that bathroom
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lights did that. We will call the company that
services the call bells to come out tonight
because we expect all call bells to be in good
working order,”

MNursing Assistant #43 was interviewed at 5:00
PM on 1/26/15. He stated that "l have worked
here for two years. There should be a constant
flashing and ringing if the call comes from the
bathroom; it is not supposed to be weak and
dying like it is. | worked over the weekend but did
not notice this being an issue. | am aware of how
to complete a maintenance order.”

The Regional Director of Clinical Services was
interviewed at 8:45 AM on 1/27/15. She indicated
that the company representative who was called
in to check the call bell system on the night of
1/26/15 also agreed that the lights and rings were
working inconsistently. She added that the
company replaced all light bulbs, increased the
sound of the alarms at the nurses' station, and
checked the wires, She also reported that the
company had planned to visit the facility a few
more times that week to ensure proper working
condition of the call bell system.

483.70(h){3}) CORRIDORS HAVE FIRMLY
SECURED HANDRAILS

The facllity must equip corridors with firmly
secured handrails on each side.

This REQUIREMENT is not met as evidenced
by:

Based on chzervation and staff interview the
facility failed 1o ensure handrailz on 5 of 5 halls
were securely affixed to the wall.

F 463

F 468

This Plan of Correction does not
constitute an admission or
agreement by the Provider of the
truth of the facts alleged or
conclusions set forth in this
Statement of Deficlencies. This
Plan of Correction is prepared
solely because it Is required by
state and Fedaral law.

T 468 Corridors have firmly secured
handrails

2kl
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F 468 | Continued From page 61 E468|  1.All hand rails throughout building on
100, 200 and 300 halls were tightened
Iyt 12611
The findings included; securely (o wall on 126715,
2, All handeails throvghout the building
Chbservation on 1/25/15 at 4:37 pm revealed will be audited by the maintenance
hallway 100 though 107 had & loose handrails out director to ensure ail handrails are
of 14 handralls. Hallway 108 though 129 secnred to wall,
revealed & out of 28 handrails to be loose.
: - 3. The Area Stafl Devel twill
Handrail directly outside of the nutrition room was iucate all siaft related b tecused |
observed to completely come off the brackets. handralls and maintenance work order
Haliway 201 though 214 revealed 4 loose reguest by 2/27/15, Handrail audit were
handrails out of 17 handrails. Hallway' 215 conducted by the Maintenance Director
though 228 revealed 2 loose handralls out of 16 :;l‘:ﬂi'i':'l‘z*m:':iL‘:*h“::;:";:‘ﬂ;:g
handrails. The_hcke'i unit was observed to have handrgzils identified to be loose have been
4 loose handrails out of 31 handrafls, fightened and or repaired. Random
Handrail andits will be conducied by the
Review of the facilities maintenance log for the Maintenance Director rud or
month of January 2015 revealed no maintenance Administrator three times a week for 2
request in regards to loose handrails. weeks, weekly for 4, then monthly for 2
mopths lo ensure ongoing compliance,
. . Audits will be & ted utilizing 1}
During an interview and observation with e a documented uliliziug the
maintenance on 1/26M15 at 4:15 pm The
Maintenance director revealed the side rails were 4. These measures are to ensure
checked for maintenance concerns monthly. The corrections are achieved and sustnined:
Maintenance directer further revealed staff that m:’lI’::?F:;:“‘:;ﬁﬁ‘:ﬂ;ﬁ;::‘?gh'
uring
&bsewg :naintena;nce concern Tr?tm to document the Quallty Asseisment and Prooess
e maintenance issue on a maintenance request Tmprovement meeting for 3 months then
form. The maintenance request notebook was quarterly, The QAPI team will evaluate
located at each nursing station, Maintenance and make further recommendations as
could not recall any maintenance concerns indicated,
regarding handrails being submitted.
During an interview and observation of the
facilities handrails with the administrator on
1/26/15 at 4:15 pm revealed it was her
expectation that handrails be firmly secured to the
wall.
F 487 | 483.75(e)(8) NURSE AIDE PERFORM F 497
55=£ | REVIEW-12 HR/YR INSERVICE
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F 497 | Conlinued From page 62 \
pag F 497 This Plan of Correction does not
] constitute an admisslon or p
The facility must complete a performance review agreement by the Provider of the &]:;1‘? l } S'
of every nurse aide at least once every 12 truth of the facts alleged or
months, and must provide regular in-service conclusions set forth in this
education based on the outcome of these Statement of Deficlencies. This
Plan of Correction is prepared

reviews. The in-service training must be
sufficient to ensure the continuing competence of
nurse aides, but must be no less than 12 hours
per year; address areas of weakness as
determined in nurse aides’ performance reviews
and may address the special needs of resldents
as determined by the facility staff; and for nurse
aldes providing services {o individuals with
cognitive impairments, also address the cars of
the cognitively impaired.

This REQUIREMENT is not met as evidenced

Based on record review and staff intenview the
facility failed to ensure that performance reviews
were completed once every 12 months for 47 of
53 Murse Alde * s (NA)
(NA#1,3,4,5,6,7,9,10,11,12,14,15,16,17,18,1D8,20,
21,22,23,24,26,27,28,29,30,32,33,34,35,36,37,38
38,40,41,42 44 45 46,47 48,49,50,51,52,53)

Review of the performance reviews titled " My
Check Up " on 1/30/15 at 10:50 AM revealed that
6 NA' 5 had performance reviews completed on
3/6M4,

On 1/30/15 at 10:50 AM there were 47 NA' s
identified with no performance reviews available,

The person that was respensible for completing
MA performance reviews was not available for
interview.

solely bacause it s required by
state and Federal law.

F497 Nurse Aide Perform Review — 12
hafyr in-service

1. The Drector of Nursing, Unit
Managers and Charge Nurses have
completed the performance
evaluation/My Checkup for Resident
Care Speclalist/™Nurse Aides #1, 3, 4, 5, 6,
7,9, 10,11, 12, 14, 15, 16, 17, 18, 19, 20,
21,22, 23,24, 26,27, 28, 29, 30, 32, 33, 3,
35, 36, 37, 38, 39, 40, 41, 42, 44, 45, 45, 47,
48, 49, 50, 51, 52, and 53,

2, All Resident Care Specialists™urse
Aides that have been employed a year will
have performance evaluations/ly Check
Up completed by 2/27/15 by the Unit
Manager, Charge Nurse or Director of
Nursing.

3. All Resldent Care SpecialistsM™urse
Aides will have at least yearly evaluations
using the My Check Up tool. The My
Cheek Up tool will be monitored by the
Direetor of Nursing to ensure
performance evaluations are completed at
teast yeardy, ANl Resident Care
Speclaliste™Nurse Aides were completed in
February. The Ares Human Resources
will moniter performance evalusiion/My
Checkup tool monthly to ensure complefe,
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An interview with the Regional Director of Clinical
Services on 1/30/M15 at 11:30 AM revealed that
performance reviews could not be provided. She
indicated that her expectations were that NA
performance reviews were to be completed every
12 months,

STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIER/CLIA (%2} MULTIPLE CONSTRUCTION (#3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDMG COMPLETED
C
345115 B. WING 01/30/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
635 STATESVILLE BOULEVARD
BRIAN CTR HEALTH & REHAB/SALISBURY
& SALISBURY, NC 28144
4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 487 | Conlinued From page 63 F 497

4, These measures sre to ensure
corrections are achieved and sustained:
The Direetor of Nursing will report the
results during the Quality Assessment and
Process Improvement meeting monihly
for 3 months then guarterly, The QAPI
team will evaluate and make further
recommendations as indleated.
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